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While  many  people  think  we've  been  close  to  solving  our  health 
care  problems  through  a  national  system,  we  have  not  been. 
We've  debated  the  issue  since  before  World  War  I  (1907)  with 
no  results.  In  fact,  Congress  has  never  allowed  a  national 
health  care  bill  out  of  committee. 
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with  federalism  has  come  new  responsibilities  for  the  states. 
It  has  become  quite  apparent  that  if  people  in  Montana  want 
positive  changes  in  health  care,  we  will  have  to  make  them  as 
a  state. 


For  more  information  contact; 


Julia  Robinson,  Director 

Social  &  Rehabilitation  Services 

(406)444-5622 

Nancy  Ellery,  Administrator 

Medicaid  Services  Division 

(406) 444-4540 

PO  Box  4  210 

Helena,  MT   59604 


Montana  State  Library 


3  0864   1005  9571    2 
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GOVERNOR'S  RESPONSE  TO  THE  COMMITTEE 

Copies  of  the  Governor's  response  to  the  committee  recommendations 
and  proposals  to  the  legislature  are  available  through  the 
Governor's  Office  or  the  Department  of  Social  and  Rehabilitation 
Services . 


Health  Care  for  Montanans  Committee  Report  and  Recommendations 

Overview 

Economic  Development  and  education  often  attract  the  spotlight  for 
many  states  priority  lists  as  the  most  important  issues  today. 
However,  if  polled,  citizens  often  list  health  care  as  an  equal 
concern  that  needs  to  be  addressed.  More  importantly  it  is  of 
note, that  health  care  for  Montanans  is  of  crucial  concern  to  those 
who  are  either  trying  to  develop  the  state  economically  or  persons 
who  advocate  for  better  education.  Most  communities  who  are 
successful  in  attracting  or  expanding  businesses  or  qualified 
educators  cannot  do  so  without  adequate  health  care  services. 
Likewise  primary,  secondary,  or  higher  education  can  ill  afford  to 
ignore  health  care  for  the  students  they  serve.  Whether  we  like 
it  or  not,  health  care  has  entered  into  almost  every  decision  we 
make.  Whether  it  be  our  mother  who  cannot  live  at  home  anymore  or 
a  child  who  has  cancer;  or  a  daughter  that  is  expecting  a  baby  or 
those  family  members  that  have  no  health  care  insurance;  or  that 
the  only  doctor  we  ever  knew  has  retired  from  a  rural  community  and 
left  us  without  a  physician;  or  we  have  a  disability  and  can't 
access  care  or  insurance  coverage;  we  all  face  the  problems  of 
health  care. 

In  the  summer  of  1990,  in  order  to  address  these  concerns,  Governor 
Stephens  asked  Julia  Robinson,  Director  of  SRS,  and  the  staff  at 
SRS ,  to  review  innovative  health  care  proposals  throughout  the 
country  with  the  goal  of  identifying  potential  solutions  for 
Montana.  These  proposals  were  assembled  into  a  document  "Health 
Care  for  Montanans."  In  the  fall  of  1990,  the  Governor  appointed 
five  working  committees  to  review  these  proposals  and  determine: 

1.  the   feasibility  of  implementing  these  proposals   in 
Montana  and, 

2.  if  they  were  feasible,  to  make  specific  recommendations 
on  how  the  proposals  could  be  implemented. 

In  addition  to  the  five  newly  created  committees,  the  ongoing  work 
of  an  existing  committee.  The  Governor's  Health  Care  Services 
Availability  Advisory  Council,  was  folded  into  the  total  proposal 
in  order  to  insure  a  single  final  committee  product  for 
consideration  by  the  Governor  and  1991  legislature. 

The  Governor  appointed  Julia  Robinson  as  Chair  of  the  overall 
project  in  order  to  insure  a  continuation  of  the  work  begun  in  the 
summer  and  to  insure  coordination  of  work  in  the  various 
committees.  The  Department  of  Social  and  Rehabilitation  Services 
contracted  with  Mr.  Bob  Frazier  to  assist  with  the  committee  work. 
The  Governor  asked  for  the  committees  to  finish  their  work  by  early 
December  so  that  he  could  consider .  their  recommendations  and 
prepare  a  final  report  for  the  1991  Legislation.   In  December  of 


1990,  Chairperson  Julia  Robinson  reviewed  all  committee 
recommendations  with  Governor  Stephens.  From  all  of  the 
recommendations,  the  Governor  selected  those  recommendations  which 
he  would  personally  support.  The  Governor's  proposal  is  contained 
in  the  16  page  document  "Health  Care  for  Montanans."  This  document 
represents  the  initial  recommendations  of  the  committees  to  the 
Governor. 


*  141,000  Montanans  have  no  insurance  coverage 

*  The  number  of  Montanans  over  the  age  of  85  is  the  fastest 
growing  population 

*  49,000  children  under  the  age  of  18  have  no  insurance 
coverage 

*  The  number  of  persons  seeing  a  doctor  in  one  month  has 
fallen  to  a  fifteen  year  low 

*  Cost  shifting  accounts  for  approximately  one  third  of  the 
increase  in  insurance  premiums,  which  are  rising  as  much 
as  fifty  percent  a  year 

*  The  cost  of  medical  care  is  increasing  tv;o  to  three  times 
faster  than  the  rate  of  inflation 

*  Only  half  the  employers  v/ith  100  employees  or  less  offer 
health  insurance 

*  Montana's  Medicaid  program  averaged  19,709  cases  at  a 
cost  per  case  of  $299  in  1981,  an  expenditure  of 
$70,912,000.  In  1990  Medicaid  served  27,736  persons, 
with  an  average  cost  of  $509  and  expended  $169,476,000. 

*  Employers  who  provide  insurance  spend  an  average  of 
$2,700  per  year  to  cover  health  care  benefits 

*  The  number  of  employers  providing  full  payment  for  health 
insurance  declined  from  a  1984  total  of  37%  to  a  1990 
total  of  24% 

*  Montana  covers  100,000  persons  through  self  insurance 
plans  that  are  not  regulated  by  the  state  or  federal 
government 

*  Some  insurers  "low  ball"  first  year  premiums  to  employers 
but  have  been  known  to  increase  them  up  to  200%  by  the 
second  or  third  year 

*  The  number  of  persons  served  by  the  Montana  Medicaid 
program  increased  40%  from  1981  to  1990.  The  total 
expenditures  for  the  program  increased  during  that  period 
139% 

*  The  fastest  growing  sector  of  the  state  general  fund  is 
health  care.  The  $125  million  allocated  to  health  care 
represents  10-15%  of  the  general  fund 

*  An  employee  may  not  be  able  to  move  from  one  job  to 
another  if  they  have  a  health  care  concern.  Some 
employees  are  held  hostage  to  their  current  job  just  to 
keep  their  insurance 

*  Twenty  two  counties  in  Montana  have  no  obstetrical  or 
general  practice  care  to  deliver  babies 


There  are  presently  88   openings   for  pharmacists   in 

Montana 

A  single  employee  with  a  serious  disease  or  disability 

can  earn  a  rejection  slip  for  the  entire  company  from  an 

insurer 

Employees  may  be  encouraged  to  find  another  job  if  they 

have  made  too  many  health  care  claims 

There  are  48  positions  open  for  doctors  in  the  state  of 

Montana 

While  HMO's  need  to  be  encouraged  because  of  the  aspect 

of  shared  responsibility,  many  are  in  fiscal  trouble 

Montana's  rural  hospitals  are  in  danger  of  losing  both 

Medicaid  and  Medicare  reimbursements  for  their  services 

The  regulation  of  catastrophic  or  long  term  care  policies 

requires  more  attention  than  the  present  mail  order  or 

television  approach 

Medicaid  makes  up  62%  of  the  dollars  received  by  nursing 

homes 

High  risk  pools  for  insurance  have  drawn  few  members  in 

Montana  or  in  the  United  States 

The  American  Health  Care  System  is  the  costliest  in  the 

world.    The  US  expends  171%  more  than  health  care  in 

Great  Britain,  124  %  more  than  Japan,  88%  more  than  West 

Germany  and  38%  more  than  Canada 

Health  care  now  consumes  11  1/2%  of  the  gross  national 

product 

Only  the  US  and  South  Africa  fail  to  provide  access  to 

health  care  for  all  citizens 

Medicaid  pays  for  26%  of  all  babies  born  in  Montana 

One  hundred  and  twenty  nine  high  risk  births  cost  the 

State  of  Montana  4.2  million  dollars  last  month.   This 

represents  half  the  budget  allocation  for  this  area 

Nursing  is  among  the  three  fastest  growing  professions 

in  the  state 

Over  the  last  five  years  the  cost  of  health  care  has 

risen  42%  faster  than  the  cost  of  food,   housing  or 

transportation 

As  a  country,  we  rank  12th  in  life  expectancy,  21st  in 

deaths  of  children  under  5,  22nd  in  infant  mortality  and 

24th  in  low  birth  weight  babies 

If  an  HMO  closes  it  doors,  those  persons  who  received 

medical  care  through  the  HMO  may  also  be  left  uninsured 

There  are  presently  70  openings  for  physical  therapists 

in  Montana 

Montana  ranks  41st  among  the  states  in  its  provision  of 

access  to  health  care 

While   the   vast   majority   of   Montanans   have   health 

insurance,   thousands  teeter  on  the  edge  because  of 

increasing  costs  of  health  care  and  insurance  premiums 

Very  few  insurance  companies  will  guarantee  to  renew  your 

health  care  coverage.   Most  policies  are  "conditionally 


renewable"  which  means  if  you  are  refused  coverage  the 
company  agrees  to  refuse  coverage  on  all  similar  policies 
in  Montana 

*  Companies  write  between  one-fourth  and  one-half  of  all 
policies  with  exclusion  riders 

*  Most  high  risk  insurance  pools  operate  at  a  loss  despite 
their  high  premiums 

*  Research  has  shown  that  the  uninsured  systematically  use 
less  medical  care  than  the  insured  population,  and  that 
they  are  less  likely  to  seek  care  when  sick 

*  Two  out  of  five  persons  aged  65  and  older  risk  needing 
nursing  home  care 

*  One  in  five  of  those  85  or  older  are  in  a  nursing  home 

*  In-patient  admissions  to  hospitals  have  declined  16% 
since  1984 

*  Nearly  half  of  the  state's  hospitals  operated  at  a  loss 
in  1989 

*  The  difference  between  the  amount  hospitals  charged 
Medicare  and  Medicaid  and  the  amount  they  were  actually 
paid  has  increased  from  18  to  67  million  since  1935 

As  you  can  see  this  list  is  long  and  the  task  of  solving  the 
problems  is  ominous.  However,  each  committee  reviev/ed  the  initial 
proposals  in  light  of  these  concerns  and  in  some  cases  broadened 
their  deliberations  beyond  the  original  change  of  the  Governor. 
Their  recommendations  and  corresponding  background  information 
follows  in  this  report. 


Definitions 


These  definitions  are  provided  for  the  reader  of  the  Health  Care 
for  Montanans  Report. 


DDD  - 
DRG  - 
EPSDT- 

ERISA- 
HMO  - 
Kids  Count- 

MIAMI- 

WAMI  - 


Disability  Determination  Division 

Diagnosis  Related  Group 

Early  Periodic  Screening  Diagnosis  and  Treatment 
(renamed  to  Kids  Count) 

Employment  Retirement  Income  Security  Act 

Health  Maintenance  Organization 

A  program  designed  to  promote  prevention  and  access 
to  health  care  for  children 

Montana's  Initiative  for  the  Abatement  of  Mortality 
in  Infants 

Washington  Alaska  Montana  Idaho  Medical  Training 
Program 


WICHE- 


Western  Interstate  Commission  on  Higher  Education 


Health  Care  for  Montanans  Working  Committee  Report  and 

Recommendations 

Introduction 

In  the  fall  of  1990  Governor  Stan  Stephens  appointed  working 
committees  to  examine  areas  of  health  care.  Those  areas  were: 
health  care  services  availability,  the  expansion  of  private  health 
insurance,  insurance  coverage  for  children,  long  term^  care 
strategies  and  policy  and  reimbursement  for  services.  Committees 
met  several  times  to  consider  proposals  from  the  Governor  and  his 
staff  and  to  develop  new  ideas  as  proposed  by  committee  members. 
After  a  number  of  meetings  and  many  hours  of  work  each  committee 
winnowed  down  a  list  of  recommendations  to  present  to  Governor 
Stephens.  The  committees  presented  their  proposals  in  early 
December  to  the  Governor,  who  then  assembled  what  he  felt  to  be  the 
most  comprehensive  health  care  plan  from  the  choices  available. 
The  Governor's  plan  addresses  what  he  feels  are  the  most  pressing 
issues  in  health  care.  In  addition,  it  recognizes  that  his  plan 
does  not  solve  every  health  care  dilemma  facing  Montanans. 
Consequently,  the  Governor  has  taken  those  recommendations  not  used 
in  his  plan  and  formulated  them  into  issues  that  need  study  and 
action  in  the  next  biennium. 

As  you  are  reading  this  Report  of  the  Working  Committee,  you  will 
notice  that  it  contains  some  unique  notions.  The  plan  uses  a  mix 
of  proposals  delivered  through  public  services,  private  enterprise 
and  the  public  and  private  sectors  in  concert.  Some  of  the 
proposals  have  drawn  upon  expertise  and  knowledge  from  other 
states.  Most  have  been  developed  by  health  care  professionals  and 
knowledgeable  committee  members  whose  ideas  can  help  move  Montana's 
health  care  service  delivery  system  forward.  New  federalism  has 
given  the  states  more  control  over  their  destinies  than  ever 
before.  No  longer  can  Montana  afford  to  wait  for  the  federal 
government  to  act  upon  health  care  issues,  we  must  move  ahead  and 
provide  the  health  care  system  that  Montanans  deserve. 

The  Committees:  Their  goals  and  Recommendations 

As  previously  mentioned.  Governor  Stephens  appointed  health  care 
committees  in  the  fall  of  1990  to  address  areas  of  need.  This 
section  delivers  the  committee  membership,  the  committee's  goals 
and  its  recommendations. 

Health  Care  Services  Availability  Advisory  Council 

The  Members: 

Chairman:  Dr.  Van  Kirke  Nelson,  Kalispell 
Dr.  Jimmie  L.  Ashcraft,  Sidney 
Dr.  Gordon  K.  Phillips,  Great  Falls 


( 


Dr.  Jim  Hoyne,  Clancy 

Chadwick  Smith,  Legal  Profession 

Larry  E.  Riley,  Legal  Profession 

Leonard  A.  Kaufman,  The  Doctor's  Company 

Charles  Butler,  Jr. ,  Blue  Cross  Blue  Shield  of  Montana 

Senator  Loren  Jenkins,  Big  Sandy 

Paul  F.  Boylan,  Bozeman 

Rep.  John  A.  Mercer,  Poison 

Rep.  Paula  Darko,  Libby 

Peggy  Guthrie,  Health  Care  Professional,  Choteau 

John  Bartos,  Administrator,  Marcus  Daly  Memorial  Hospital 

Laura  Grinde,  Health  Care  Professional,  Lewistown 

Julia  Robinson,  Director,  Department  of  SRS 

Nancy  Ellery,  Administrator,  Medicaid  Division,  Dept.  of 

SRS 

Keith  Wolcott,  Department  of  Institutions 

Dale  Taliafarro,  Administrator,  Health  Services  Division, 

Dept.  of  Health  and  Environmental  Sciences 

The  Goal:  The  Council  was  asked  to  examine  and  address  access  and 
availability  of  health  care  in  Montana.  The  council  paid 
particular  attention  to  rural  Montana,  i.e.  hospitals  with  50  beds 
or  less  or  areas  without  hospital  or  physician  care.  Four  areas 
provided  the  focus  for  the  group: 

Lack  of  access  to  emergency  care 

-  Lack  of  obstetrical  or  pediatric  care 

-  Lack  of  access  to  long  term  care 

-  Loss  of  revenue  base  to  a  community  when  little  or  no 
health  care  exists. 

THE  RECOMMENDATIONS: 


RECOMMENDATION  #1 


Increase  Medicaid  compensation  for  obstetrical  and  pediatric 
services.  The  council  endorses  the  OBRA  89  mandate  to  states  and 
concurs  with  SRS  and  DHES  in  "Kids  Count"  with  enactment  of 
legislation  to  follow  those  recommendations. 

RECOMMENDATION  #2 

Supports  the  continuation  of  the  "MIAMI"  project  for  the  next 
biennium. 

RECOMMENDATION  #3 

Supports  provision  of  adequate  amounts  of  vaccines  to  county  health 
departments  for  necessary  immunizations  with  total  costs  to  be 
borne  by  the  State  of  Montana. 

RECOMMENDATION  #4 


To  require  WAMI  and  WICHE  medical  students  to  pay  back  eight  £ 
percent  of  the  yearly  support  fee.  Said  funds  to  be  held  in  a  " 
special  trust  account  in  the  state  treasury,  the  funds  to  be 
administered  by  the  university  system,  the  funds,  \\?ith  interest, 
to  be  utilized  for  an  "educational  relief  fund"  to  those  WAMI- 
WICHE  students  who  return  to  Montana  to  practice  in  rural  areas 
defined  as  communities  in  which  the  hospital  is  50  beds  or  less  or 
where  no  hospital  is  present. 

RECOMMENDATION  ^5 

A  Montana  state  tax  subsidy  of  $5,000  a  year,  not  to  exceed  three 
years  for  new  physicians  in  rural  areas,  defined  as  community  in 
which  the  hospital  is  50  beds  or  less  or  where  no  hospital  is 
present. 

RECOMMENDATION  ^6 

That  the  Montana  University  system  provide  adequate  educational 
opportunity  to  meet  the  needs  of  Montana's  health  care  industry. 

RECOMMENDATION  =7 

The  establishment  of  a  special  trust  fund  within  the  Montana 
Department  of  Health  and  Environmental  Sciences,  administered  by  f 
a  governor  appointed  board,  consisting  of  a  representative  of  the 
Montana  Hospital  Association,  the  Montana  Medical  Association,  a 
representative  of  SRS ,  a  rural  physician,  two  rural  consumers  and 
a  rural  hospital  administrator.  That  a  fee,  $25.00,  be  assessed 
and  paid  with  the  filing  of  each  birth  certificate  with  the  bureau 
of  vital  statistics,  Department  of  Health  and  Environmental 
Sciences,  by  the  attendant  listed  on  the  birth  certificate.  The 
effective  date  of  passage  will  be  the  same  as  date  of  increased 
payment  for  medicaid  obstetrical  and  pediatric  services.  The  bill 
would  sunset  in  five  years.  Based  on  twelve  thousand  deliveries 
yearly,  the  average  annual  income  would  be  $300,000,  or  $1,500,000 
for  five  years.  The  funds  to  be  expended,  $100,000  in  the  first 
year  for  updating  data  gathering  capability  of  the  bureau  of  vital 
statistics,  DHES ,  in  reference  to  Montana  health  care,  sharing  that 
ability  with  SRS,  the  Montana  Medical  Association  and  other 
organizations  requiring  data  on  health  care.  Each  subsequent  year, 
for  four  years,  $50,000  per  year. 

The  balance  of  the  funds  would  be  for  a  direct  subsidy  of  liability 
insurance  (the  obstetrical  component)  for  new  physicians  in  rural 
areas  for  a  maximum  of  three  years  and  to  assist  communities  in 
physician  recruitment  through  subsidy  of  matching  funds  with 
criteria  to  be  established  by  the  board  for  that  match.  That  the 
statute  sunset  in  five  years,  the  board  to  continue  administration 
of  grants  from  the  interest  on  the  corpus  of  the  trust.   Further, 
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that  a  one  half  hour  documentary  video  tape  on  the  benefits  of 
rural  practice  be  produced  and  disseminated  advocating  the 
advantages  of  a  rural  Montana  practice  and  the  potential  subsidies 
offered  by  the  State  of  Montana. 

RECOMMENDATION  #8 

Strong  concurrence  with  the  AARP,  the  American  Association  of 
Retired  Persons,  opposing  mandatory  assignment,  which  if  enacted 
by  the  Montana  Legislature,  would  further  erode  physician 
availability  in  rural  Montana  and  access  to  an  aging  population. 

RECOMMENDATION  #9 

Strengthening  tort  reform  through  1.  modification  of  "Good 
Samaritan  Law"  to  protect  physicians,  hospital  and  health  care 
providers  when  rendering  emergency  care.  2.  limitation  of  damage 
provisions,  a  fact-based  discretionary  "ceiling"  on  non-economic 
damages.    3.  mandatory  periodic  payment  -  see  addendum  3. 

RECOMMENDATION  #10 

The  council  supports  the  strengthening  of  the  medical  practice  act 
by  the  Board  of  Medical  Examiners  and  further,  supports  the 
addition  of  a  "paralegal"  to  the  board  of  medical  examiners,  the 
cost  through  increase  in  medical  licensure  fee. 


Expansion  of  Private  Health  Insurance  Committee 
The  Members: 

Chairman   Rep.  Fred  Thomas,  Stevensville 

Alan  Cain,  Blue  Cross  Blue  Shield  of  Montana 

Chuck  Butler,  Blue  Cross  Blue  Shield  of  Montana 

Denis  Adams,  Director,  Department  of  Revenue 

David  Barnhill,  Deputy  Commissioner  of  Insurance 

Mike  Craig,  Dept.  of  Health  and  Environmental  Sciences 

Terry  Frisch,  Third  Party  Liability,  Department  of  SRS 

Chuck  Brooke,  Director,  Department  of  Commerce 

Bob  Anderson,  Department  of  Institutions 

Brian  Zins,  Montana  Medical  Association 

Dick  Brown,  Montana  Hospital  Association 

Rep.  Jerry  Driscoll,  AFL-CIO,  Billings 

Rep.  Jan  Brown,  Helena 

Rep.  John  Cobb,  Augusta 

Tom  Hopgood,  Attorney,  Helena 

Mona  Jamison,  Attorney,  Helena 

Julia  Robinson,  Director,  Department  of  SRS 

The  Goal:  It  is  presently  estimated  that  141,000  Montanans  do  not 
have  health  insurance.  The  uninsured  population  increasingly  is 
forced  to  forgo  all  forms  of  health  care  until  their  situations 
reach  chronic  proportions.  In  order  to  address  this  lack  of  access 
to  health  care  through  insurance,  the  committee  was  asked  to  design 
a  basic  health  plan  to  meet  this  population's  needs.  The  target 
group  includes  small  businesses,  persons  who  are  self  employed, 
injured  or  disabled  workers,  children  of  absent  parents  and 
families  of  workers  who  receive  worker's  compensation. 

THE  RECOMMENDATIONS: 


RECOMMENDATION  #1 

Small  Business  Incentive  Tax  Credit 

In  order  for  a  company  to  receive  the  small  business  incentive  tax 
credit,  the  following  measures  must  be  met: 

*  Existing  Montana  businesses  who  do  not  offer  health 
insurance. 

*  The  credit  can  apply  up  to  ten  employees. 

*  The  business  must  pay  at  least  50%  of  their  employees 
health  insurance  costs. 

*  Credits  are  graduated  up  to  $25  per  month.  Example:  50% 
payment  by  the  company  equals  a  credit  of  $12.50,  75% 
equals  $18.75,  and  100%  equals  $25.00. 

*  The  credit  would  sunset  three  years  after  enacted. 
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RECOMMENDATION  #2 

Maternity  and  Newborn  Services 

Payment  will  be  made  to  licensed  or  certified  providers  for 
maternity  care  and  shall  be  made  on  the  same  basis  as  any  other 
condition.  Licensed  birthing  rooms  are  covered.  The  newborn  child 
of  a  covered  employee  or  spouse  shall  be  covered  at  instant-of- 
birth  for  thirty-one  days  with  routine  hospital  nursery  and 
pediatric  care.  If  the  newborn  is  the  child  of  someone  other  than 
a  covered  employee  or  spouse  (ie.  grandchild),  the  child  will  not 
have  instant-of-birth  coverage. 


RECOMMENDATION  ii3 

Well  Child  Care 

Well  child  checkups  and  immunization  are  provided  for  children 
under  the  age  of  2. 

RECOMMENDATION  ^4 

Psychiatric  and  Substance  Abuse 

A  lifetime  benefit  of  $1000  is  provided  for  either  licensed 
inpatient  or  outpatient  care  by  any  Montana  licensed  provider  or 
licensed  facility. 

RECOMMENDATION  #5 

Hospital  and  Other  Medical  Services 

The  plan  will  include  hospital  and  other  medical  services  as 
determined  by  the  carrier  excluding  the  psychiatric  and  substance 
abuse  as  covered  by  recommendation  number  4. 

RECOMMENDATION  ^6 

The  Base  Plan 

The  committee  adopts  the  five  previous  recommendations  as  its  Basic 
Health  Care  for  Montanans  Plan. 

RECOMMENDATION  #7 

Business  Qualifications  for  the  Plan 

*  All  business  with  20  or  fewer  employees  can  qualify. 

*  Employees  are  defined  as  anyone  working  20  or  more  hours 
per  week. 
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A  company  must  have  been  without  health  insurance  for 
twelve  consecutive  months  to  qualify.  (Note:  Individual 
coverage  for  injured  workers  has  no  waiting  period.) 
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Insurance  Coverage  for  Children  Committee 
The  Members: 

Chairman:  Alan  Cain,  Blue  Cross  Blue  Shield  of  Montana 

Chuck  Butler,  Blue  Cross  Blue  Shield  of  Montana 

Elizabeth  Roeth,  Exec.  Director,  Healthy  Mothers  Healthy 

Babies 

Jim  Aherns,  President,  Montana  Hospital  Association 

Dan  Anderson,  Department  of  Institutions 

Judy  Wright,  Dept.  of  Health  and  Environmental  Sciences 

Dee  Capp  Harrington,  Medicaid  Division,  Department  of  SRS 

Dr.  Jeff  Strickler,  Helena 

Brian  Zins,  Montana  Medical  Association 

Julia  Robinson,  Director,  Department  of  SRS 

The  Goal:  Children  are  perhaps  the  most  underinsured  population. 
As  one  can  well  imagine,  children  often  have  little  choice  v;hen  it 
comes  to  insurance  matters.  While  Medicaid  covers  many  children 
along  with  private  insurance  carriers,  about  49,000  of  Montana's 
children  under  the  age  of  18  have  no  coverage.  Therefore,  it  v;as 
the  charge  of  the  committee  to  work  with  Blue  Cross/Blue  Shield  for 
the  successful  implementations  in  Montana  of  the  Caring  for 
Children  Program.  This  program  is  a  Blue  Cross/Blue  Shield  program 
currently  administered  in  12  other  states.  The  committee  also  felt 
it  was  important  to  address  the  issues  of  immunizations  and 
prevention  services  for  children. 

THE  RECOMMENDATIONS: 

RECOMMENDATION  #1 

The  committee  endorses  the  Kids  Count  program  as  proposed  by  the 
Governor  and  the  cooperating  state  departments. 

RECOMMENDATION  #2 

The  committee  endorses  the  Caring  Program  for  children  and 
recommends  that  it  be  enacted  by  Blue  Cross/Blue  Shield  in  concert 
with  medical  providers  including  physicians  and  hospitals.  The 
state  of  Montana  should ' cooperate  in  identifying  children  to  be 
served  by  the  program. 

The  Caring  Program  for  Children  - 

Purpose: 

To  provide  immunizations  and  early  diagnoses  that  may 
help  prevent  children  from  becoming  seriously  ill 

To  maintain  the  health  of  children 
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-  To  provide  emergency  health  care  services 
Benefits  provided  for  children: 

-  Doctors  well/sick  office  visits 

-  Emergency  accident  and  medical  treatment 

-  Out-patient  surgical  care 

-  Out-patient  diagnostic  tests 

-  Immunizations 

-  Prescriptions 
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Funding: 


Provided  by  contributions  to  the  Caring  Foundation  of 
Montana,  Inc.,  a  non-profit  501C3  subsidiary  of  Blue 
Cross  and  Blue  Shield  of  Montana  through  individual, 
business,  civic  and  community  support. 


Commitment: 

-  Blue  Cross  and  Blue  Shield  of  Montana,  as  their 
contribution,  will  donate  ALL  administrative  and  program 
costs  for  the  Caring  Program.  This  means  that  ALL 
donated  funds  --  100%  --  will  be  used  to  provide  health 
care  services  for  these  children.  This  effort  is  in 
keeping  with  the  Blue  Cross  and  Blue  Shield  of  Montana 
concept  to  make  affordable  health  care  available  for  all 
children  of  eligible  families. 

RECOMMENDATION  #3 

Proposed  Recommendation  on  Immunizations 

There  is  growing  concern  in  the  state  that  Montana's  immunization 
program  is  not  adequately  funded  to  meet  current  needs.  It  is 
becoming  increasingly  apparent  that  additional  resources  need  to 
be  spent  to  fund  the  costs  of  new  vaccines  or  to  allow  private 
physicians  to  offer  state  financed  vaccines  through  their  offices. 
Furthermore,  the  state  should  address  the  problems  of  vaccine 
distribution  with  both  public  and  private  sources.  A  review  of 
this  issue  indicated  that  the  Department  of  Health  met  all  requests 
last  fiscal  year.  This  did  not,  however,  include  new  vaccines  or 
physician  usage.  The  committee  strongly  believes  that  vaccinating 
children  is  a  cost-effective  method  (return  is  $10  for  every  $1 
expended)  of  reducing  health  risks  and  subsequent  health  care 
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costs.  In  order  to  encourage  the  broadest  vaccination  of  Montana's 
children  possible,  this  committee  recommends  that  the  State  Board 
of  Immunization  develop  a  comprehensive  plan  for  providing 
immunizations  and  that  the  Department  of  Health  present  the  plan 
in  full  to  ensure  that  the  Legislature  and  Governor  will  have  an 
accurate  cost  measure  for  future  budgeting  based  on  actual  usage. 

KIDS  COUNT  SECTION 

RECOMMENDATION  #4 

Increase  reimbursement  for  delivery  services  to  90%  for  OB  GYN '  s 
and  physicians  delivering  babies,  and  80%  for  pediatricians  of  the 
average  customary  charge  for  the  service.  This  would  increase  the 
global  fee  for  a  normal  delivery  to  $1,235.  This  level  of  increase 
should  be  sufficient  to  meet  the  federal  requirement  that  services 
must  be  available  to  Medicaid  clients  to  at  least  the  extent  they 
are  available  to  the  general  population. 

RECOMMENDATION  ^5 

Implement  a  targeted  case  management  system  for  women  who  are 
identified  by  assessment  to  be  at  high  risk  of  not  delivering  a 
full-term  baby.  The  Medicaid  program  could  reimburse  eligible 
contract  providers  for  case  management  services.  Potential 
providers  of  case  management  services  would  be  DHES  low  birth 
weight  clinics;  migrant  health  clinics;  urban  Indian  Health  (IHS) 
clinics  and  IHS  clinics  for  special  needs  population. 

RECOMMENDATION  #6 

Develop  strategies  for  continued  funding  of  current  low  birth 
weight  (LBS)  projects  and  expand  to  additional  sites  as  part  of  the 
MIAMI  Project  expansion. 

RECOMMENDATION  #7 

Continue  education  efforts  to  pregnant  women  on  the  importance  of 
the  "Baby  Your  Baby"  project  and  encourage  agencies  to  help  fund 
a  "corporate  sponsorship"  of  this  project. 

RECOMMENDATION  #8 

Adopt  the  American  Academy  of  Pediatrics  Screening  Schedule  for  the 
EPSDT  program  increasing  the  number  of  screens  from  12  to  20  during 
the  first  21  years  of  life. 

RECOMMENDATION  #9 


Increase  public  awareness  and  child-find  activities  throughout  the 
state. 
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The  Part  H  infant  and  toddler  program,  requires  participating 
states  to  inform  the  public  about  the  statewide  early  intervention 
program  and  the  child-find  system,  including  how  to  make  referrals 
and  how  to  gain  access  to  evaluation  and  services.  The  child-find 
system  should  set  up  an  effective  method  for  hospitals,  physicians, 
parents,  day  care  programs  and  other  providers  to  refer  children 
to  the  early  intervention  system  for  evaluation  and  assessment. 

To  ensure  a  true  interagency  approach  to  child-find  activities,  the 
system  must  provide  for  coordination  among  the  state's  special 
education  child-find  program,  the  Maternal  and  Child  Health 
program,  Medicaid's  Early  Periodic  Screening,  Diagnosis  and 
Treatment  (EPSDT)  program,  state  developmental  disabilities 
programs  and  Head  Start. 

RECOMMENDATION  ^10 

Demonstrate  increased  interagency  cooperation  through  the 
development  of  a  central  registry  and  tracking  system  for  infants 
who  have  a  high  risk  of  experiencing  developmental  delay. 

Special  emphasis  should  be  placed  on  the  development  of  coordinated 
strategies  to  locate  children  with  disabilities  or  at  risk  of 
becoming  disabled  as  soon  after  birth  as  possible. 

Information  gathered  through  the  Department  of  Health  and 
Environmental  Sciences'  Montana  Initiative  for  the  Abatement  of 
Mortality  in  Infants  (MIAMI)  Project  and  the  "Baby  Your  Baby" 
public  education  project  should  be  utilized  as  a  basis  for 
development  of  a  risk  registry.  Other  agencies  would  need  to 
cooperate  with  this  effort  and  enter  into  agreements  that  would 
allow  for  sharing  information  while  at  the  same  time  protecting  the 
confidentiality  rights  of  Montana's  citizens.  Specific  tracking 
and  follow  along  procedures  could  be  developed  utilizing  the  public 
health  system  already  in  place  in  the  counties  throughout  the 
state. 

RECOMMENDATION  iill 

Enter  into  formal  interagency  agreements  with  other  state-level 
agencies  involved  in  the  state's  early  intervention  program. 

Each  agreement  should  define  the  financial  responsibility  of  the 
agency  for  paying  for  early  intervention  services,  include 
procedures  for  resolving  intra-  and  interagency  disputes  and  any 
additional  components  necessary  to  ensure  effective  cooperation  and 
coordination  among  all  agencies  involved  in  the  state's  early 
intervention  program. 
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RECOMMENDATION  #12 

Make  the  policy  commitment  required  by  PL  99-4  57  to  implement  a 
statewide,  comprehensive,  coordinated,  interagency,  multi- 
disciplinary  system  of  early  intervention  services  for  infants  and 
toddlers  with  handicaps  and  their  families. 

In  order  to  continue  to  receive  federal  Part  H  early  intervention 
grant  funds  and  maintain  services  to  approximately  100  Montana 
families  using  Part  H  dollars,  the  State  of  Montana  must  make  a 
policy  commitment  to  fully  implement  Part  H  and  provide  the  full 
menu  of  services  called  for  by  the  federal  legislation.  Such  a 
commitment  will  require  a  further  appropriation  of  state  funds  in 
FY  92-93  as  well  as  improved  utilization  of  existing  federal,  state 
and  local  resources. 

A  conservative  definition  of  "developmental  delay"  such  as  the  one 
tentatively  adopted  by  DDD  to  determine  eligibility  for  Part  H 
services  would  make  approximately  1.5  percent  of  the  Montana 
children  under  the  age  of  three  years  of  age  eligible  to  be  served. 
Currently  210  children  under  36  months  of  age  receive  some,  but  not 
all  of  the  required  services.  The  proposal  to  fully  implement  Part 
H  will  provide  the  level  of  early  intervention  and  family  support 
services  required  by  Part  H  to  children  currently  in  the  program 
as  well  as  those  eligible  children  yet  to  be  located,  evaluated  and 
served.  The  projected  cost  to  the  state  general  fund  for  the  full 
implementation  of  the  Part  H  infant  and  toddler  program  is 
$1,180,000  in  FY  92  and  $1,380,000  in  FY  93. 

RECOMMENDATION  #13 

Establish  a  State  Center  for  Health  Statistics  (SCHS)  housed  in 
DHES.  The  SCHS  would  be  responsible  for  collection  and  storage  of 
data,  compiling  required  reports  and  disseminating  identified  data 
profiles  on  a  periodic  basis.  The  U.S.  Public  Health  Service, 
Centers  for  Disease  Control,  would  provide  the  standards  and 
federal  coordination  and  reporting  requirements. 
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Long  Term  Care  Strategies  Committee 

The  Members: 

Chairman:  Hank  Hudson,  Aging  Coordinator,  Governor's  Office  on 
Aging 

Susan  Good,  Great  Falls 

Mike  Hanshew,  Medicaid  Division,  Department  of  SRS 
Cheryl  Fowler,  Insurance  Department 
Denis  Adams,  Director,  Department  of  Revenue 
Charles   Aagenes,   Dept.   of   Health   and   Environmental 
Sciences 

Rose  Hughes,   Executive  Director,  Montana  Health  Care 
Association 

Jean  Johnson,  Executive  Dir.  ,  Montana  Assoc,  of  Homes  for 
the  Aging 

Bob  Olson,  Vice  President,  Montana  Hospital  Association 
Vi  Thompson,  Chairperson,  Governor's  Council  on  Aging 
Laurie  Brengle,  Pres.,  Area  Agency  on  Aging  Director's 
Association 

Joan  Taylor,  Case  Management  Association 
Jane  Anderson,  Area  Agency  Director,  Anaconda 
Jack  Gallagher,  Deaconess  Medical  Center,  Billings 
Riley  Johnson,  Helena 

The  Goal:  Currently  one  in  six  or  120,000  Montanan ' s  are  over  the 
age  of  65.  Those  persons  over  the  age  of  35  are  the  fastest 
growing  population  in  the  state.  As  this  trend  continues,  Montana 
will  need  to  address  the  issue  of  long  term  care  and  the  strategies 
that  will  be  designed.  The  Long  Term  Care  Committee  was  asked  to 
examine  avenues  including  long  term  care  insurance,  identifying  the 
balance  between  institutional  and  community  based  care,  the 
potential  expansion  of  home  and  community  based  options  and  to 
examine  what  role  utilization  fees  would  have  in  the  provision  of 
funding  for  long  term  care. 

THE  RECOMMENDATIONS: 


RECOMMENDATION  #1 


To  expand  the  present  Elderly  Care  Credits  Act  to  include  the 
following: 

*  Decrease  the  age  limit  of  the  elderly  person  cared  for 
from  70  to  65. 

*  Allow  the  credit  for  expenditures  related  to  care  of  a 
person  who  is  considered  disabled  under  the  Social 
Security  Administration  classification. 

*  Allow  as  creditable  expenses  those  paid  by  the  family 
member(s)  to  all  health  care  facilities  licensed  by  the 
Department  of  Health. 
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*  Increase  the  income  threshold  for  a  married  couple  cared 
for  from  $15,000  to  $30,000.  This  corrects  an  oversight 
in  the  original  legislation. 

RECOMMENDATION  #2 

To  provide  Montana  citizens  with  a  tax  deduction  for  the  purchase 
of  Long  Term  Care  insurance.  The  deduction  would  be  100%  for 
premiums  paid  for  by  individuals.  Only  Long  Term  Care  Insurance 
which  meets  standards  set  by  the  INsurance  Commissioner's  Office 
would  be  eligible  for  the  deduction. 


RECOMMENDATION  #3 

The  State  employees  health  care  plan  should  explore  a  long  term 
rider  as  part  of  a  cafeteria  plan. 

RECOMMENDATION  ^4 

The  Department  of  Social  and  Rehabilitation  Services  should  be 
granted  the  authority  to  pursue  waivers  from  the  Federal 
government,  that  reduce  the  costs  of  Long  Term  Care,  both  to 
individuals  and  State  Medicaid  programs,  by  encouraging  the  use  of 
Long  Term  Care  Insurance. 

RECOMMENDATION  ^5 

The  Department  should  have  the  ability  to  determine  the  best 
strategy  for  administering  the  Medicaid  Wavier  Program,  including 
the  ability  to  choose  between  the  expansion  of  current  waiver 
caseloads  or  the  development  of  waiver  services  in  new  locations 
across  the  state. 

In  addition,  an  expansion  of  the  Medicaid  Waiver  Program  should  be 
pursued. 

RECOMMENDATION  #6 

To  authorize  the  Department  of  Social  and  Rehabilitation  Services 
to  establish  a  pilot  program  for  personal  care  homes  in  four  sites. 
The  sites  would  range  in  size  from  large  facilities  greater  than 
35  beds,  to  medium  facilities  of  16  to  35  beds,  and  to  small 
facilities  of  15  beds  or  less  and  would  include  freestanding  and 
attached  facilities. 

RECOMMENDATION  #7 

To  support  adequate  funding  for  all  long  term  health  care  services 
and  continued  commitment  to  the  leveraging  of  Federal  funds  through 
fees  or  other  funding  mechanisms. 
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REC0I4MENDATI0N  ^8 

To  direct  the  Governor's  Office  on  Aging  and  the  Departnent  of 
Social  and  Rehabilitation  Services  to  apply  for  Federal  or  private 
funds,  to  begin  a  pilot  project  that  would  provide  a  single  point 
of  entry  for  long  term  care  services.  It  would  seek  to  accomplish 
the  following: 

*  A  single  point  of  access  for  all  publicly  funded  long 
term  care  programs. 

*  An   assessment   of   each   applicant,    including   an 
individualized  care  plan. 

*  A  smooth  transition  from  private  funds  to  eligibility  for 
public  programs. 

*  Assurance  that  all  funding  sources  are  maximized  for  each 
client. 

*  Educational   opportunities   for   clients   and   families 
concerning  options  for  long  term  care. 
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Hospital  Policy  and  Reimbursement  Committee 
The  Members: 

Chairman:  David  Richhart,   VP,   St.   Peter's  Community  Hospital, 
Helena 

Terry  Krantz,  Medicaid  Division,  Department  of  SRS 
Kip  Smith,  Medicaid  Division,  Department  of  SRS 
Ray   Worthington,   Assist.   Admin.,   Barrett   Memorial 
Hospital,  Dillon 

Lanna  Blackwell,  Bus.  Manager,  Barrett  Memorial  Hospital, 
Dillon 

Joel  Lankford,  VP,  Columbus  Hospital,  Great  Falls 
Loren  Jacobson,  VP,  St.  Patrick's  Hospital,  Missoula 
Sherry  Abel,  Controller,  Kalispell  Regional  Hospital 
Bob  Olsen,  VP,  Montana  Hospital  Association 
Debbie  Kvale,  Mgr. , Financial  Services,   St.  Vincent's 
Hospital,  Billings 

John  Bartos,   Admin.,   Marcus  Daly  Memorial  Hospital, 
Hamilton 

Chuck  Schindele,  Controller,  MT  Deaconess  Medical  Ctr, 
Great  Falls 

Gary  Ophus,  Accountant,  MT  Deaconess  Medical  Ctr,  Great 
Falls 

Mary  Schwartz,  Provider  Relations,  Consultec 
Mike  Wagner,  Senior  Director,  Blue  Cross  Blue  Shield 
Jim  Shelton,  Dir.  of  Patient  Accounts,  Columbus  Hospital, 
Great  Falls 

Cheryl  Rust,  Office  Manager,  Broadwater  Health  Center, 
Townsend 

The  Goal:  The  Hospital  Committee  was  asked  to  address  the  cost 
implications  of  providing  hospital  services  to  rural  areas  and 
insuring  that  Montanans  would  have  access  to  care.  In  addition  the 
committee  was  asked  to  examine  Montana's  health  care  policies  and 
recommend  changes  that  need  to  be  made. 

THE  RECOMMENDATIONS: 

RECOMMENDATION  #1 

The  State  of  Montana  does  not  need  to  develop  a  program  for  charity 
care  or  define  the  hospital's  obligation  to  provide  charity  care. 

RECOMMENDATION  #2 

State  government  should  fully  fund  and  structure  programs  that  the 
state  is  responsible  for,  ie.  Medicaid,  State  Medical  and  Workers' 
Compensation.  The  eligibility  criteria  should  be  maintained  at 
current  levels.  The  state's  programs  should  not  shift  the 
population  of  insured  persons  under,  Medicaid  to  increase  the 
uninsured  population. 
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RECOMMENDATION  #3 

The  State  of  Montana  should  develop  policies  for  revenue  provision 
that  fully  fund  all  state  obligations.  Revenues  for  health  care 
needs  should  be  borne  by  the  general  population  and  not  -hrough 
selected  fees. 

RECOMMENDATION  ^4 

ORG  trauma  and  outlier  policy,  mental  health,  rehabilitation, 
neonatal  and  cardiovascular  care  should  be  rebased  for  the  upcoming 
biennium.  Appropriate  funding  should  be  provided  by  the  state  to 
meet  the  needs  of  rebasing. 

RECOMMENDATION  #5 

The  State  of  Montana  should  fully  fund  health  care  training 
programs  through  the  university  system  to  meet  employment  needs  of 
health  care  providers. 


RECOMMENDATION  ^6 

The  State  of  Montana  should  create  an  Office  of  Rural  Health  to 
serve  as  the  focal  point  for  rural  health  care  issues. 

RECOMMENDATION  ^7 

The  State  of  Montana  should  develop  a  health  care  policy  to  address 
access  and  delivery  of  services.  The  policy  should  be  that  health 
care  decisions  are  based  on  health  care  planning  not  on  a  budgetary 
process.  The  Governor  should  appoint  a  committee  to  develop  such 
a  plan  and  provide  their  findings  to  the  1993  Legislature.  A 
health  care  conference  should  be  convened  after  the  1991 
legislative  session  to  further  address  health  care  concerns  and 
appoint  such  a  council. 

RECOMMENDATION  ^8 

The  state  of  Montana  should  establish  a  pool  of  funds  to  provide 
loan  forgiveness  to  persons  v;ho  practice  in  rural  settings  within 
health  care  professions. 
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I.    UNINSURED  MONTANANS  -  PART  1 

As  previously  mentioned,  Montana  has  141,000  people  who  don't  have 
health  insurance.  Their  lack  of  coverage  and  access  to  medical 
care  causes  not  only  great  difficulties  for  them  but  also  for  the 
insured  population  and  the  State  of  Montana.  As  most  of  us  know 
someone  will  eventually  pick  up  the  tab,  whether  it  be  through  cost 
shifting,  increased  premiums  or  sending  the  bill  to  the  State.  It 
is  therefore  important  to  examine  some  of  the  potential  solutions 
to  the  crisis  that  is  growing  on  a  daily  basis  within  the  health 
care  area.   They  are  as  follows: 

A.  ENCOURAGE  PEOPLE  TO  USE  FEWER  MEDICAL  SERVICES  BY  VJRITING 
HIGHER  DEDUCTIBLES  INTO  POLICIES  -  This  proposal  has  two 
distinct  sides.  While  higher  deductibles  may  discourage 
unnecessary  services  usage,  there  is  a  danger  that  people 
will  postpone  necessary  treatment.  This  postponement  could 
make  more  costly  procedures  necessary  or  for  some  people  could 
be  too  late. 

B.  INSTITUTE  MANAGED  CARE  -  Managed  care  includes  formal 
programs  that  monitor  the  quality  of  treatment  and  determine 
whether  the  care  is  appropriate  for  the  patient's  condition. 
Managed  care  institutes  some  of  the  control  doctors  have 
objected  to  in  national  health  insurance  plans.  It  also  has 
created  the  health  care  cost  management  business,  one  of  the 
fastest  growing  segments  of  the  health  care  industry.  Managed 
care  may  eventually  be  an  answer  to  health  care  costs. 

C.  ESTABLISH  RISK  POOLS  -  While  many  states  have  set  up  risk 
pools  for  persons  who  can  get  no  health  insurance  coverage  due 
to  medical  conditions,  the  pools  suffer  from  two  striking 
problems.  The  pools  are  often  extremely  expensive  and  many 
have  long  waiting  lists  that  require  up  to  a  year  to  receive 
coverage.  Montana  is  presently  one  of  the  states  offering 
such  a  pool . 

D.  EXPANSION  OF  MEDICAID  COVERAGE  -  Nationally,  Medicaid  covers 
70%  of  everyone  under  poverty  guidelines.  Today,  Montana  now 
covers  51%.  One  proposal  is  for  everyone  up  to  200%  of 
poverty  be  able  to  "buy"  Medicaid  coverage.  The  "buy"  portion 
of  this  proposal  would  comply  a  sliding  scale  of  purchase  with 
the  state  and/or  federal  government  being  a  financial  partner 
in  the  policy's  purchase. 

E.  REFORM  INSURANCE  COMPANY  PRACTICES  ON  WAITING  PERIODS  AND  PRE- 
EXISTING CONDITIONS  -  This  proposal  would  eliminate  exclusion 
riders  for  certain  health  conditions. 

F.  REOUIRE  ALL  EMPLOYERS  TO  OFFER  COVERAGE  -  Many  state  and 
federal  proposals  exist  that  would  require  employers  to  carry 
health  insurance  on  their  employees.  Most  proposals  consider 
employees  "full-time"  at  about  20  hours  per  week.    Many 
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require  between  75  and  80%  of  the  costs  be  borne  by  employers. 
Plans  such  as  those  recommended  by  the  Pepper  Commission 
actually  impose  a  form  of  taxation  on  employers  who  don't 
provide  health  insurance.  Without  some  tax  relief  tradeoff 
these  plans  will  most  likely  force  small  businesses  to  hire 
more  "part-time"  workers  to  get  around  these  proposals. 

G.  UNIVERSAL  HEALTH  INSURANCE  -  This  approach  has  often  been 
suggested  although  no  real  progress  has  been  made  since  the 
discussion  was  initiated  in  the  early  1900 's.  Montana  should 
not  hold  out  hope  that  national  health  care  coverage  will  come 
any  time  soon. 

H.  ALTER  STATE  MANDATED  BENEFITS  -  Health  insurers  claim  and  in 
some  cases  rightly  so  that  mandated  coverage  drives  the  cost 
of  health  care  much  higher  than  it  need  be.  Insurers  question 
the  value  of  some  services  provided  by  health  care 
professionals,  however,  there  has  been  no  information  what  the 
cost  savings  would  be  if  some  mandates  were  lifted.  Host 
analysts  agree  however  that  the  preventative  and  maintenance 
mandates  have  a  positive  impact  on  the  health  care  system  and 
should  not  be  lifted. 

I.  DESIGN  LOW  COST  POLICIES  -  This  method  allows  exemptions  in 
health  care  coverage  presently  offered  by  employers.  It  most 
likely  will  come  with  higher  deductibles  or  copayments  and 
often  has  aspects  of  managed  care  or  HMO  coverage.  While  it 
may  not  be  the  final  ansv/er,  it  does  provide  a  starting  point 
for  those  needing  insurance. 

Please  Note: 

Solutions  H  and  I  were  the  combined  choice  of  the  committee 
who  dealt  with  the  uninsured  population's  needs.  The  plan 
they  developed  is  outlined  in  the  next  section. 
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Health  Care  Plan  for  Montana's  Uninsured 

The  Goal:  The  mission  of  the  Cominittee  on  Expanding  Private  Health 
Insurance  is  to  provide  a  basic  health  care  plan  to  persons  who  are 
uninsured  and  who  fall  into  the  following  categories:  employers 
with  20  or  fewer  employees,  families  of  disabled  or  injured 
workers,  unemployed  workers,  individuals  with  medical  support 
obligations  and  self  employed  or  employees  working  within  small 
businesses.  To  qualify  as  a  business,  the  eligible  business  must 
not  have  had  health  insurance  in  the  last  twelve  months.  Persons 
falling  into  the  categories  of  injured,  disabled  and  unemployed 
workers,  along  with  individuals  with  medical  support  obligations 
have  no  waiting  period.  Broad  flexibility  is  left  to  insurers,  in 
terms  of  coverage,  deductions,  and  copayments  to  encourage 
competition  and  keeping  plan  costs  at  minimal  levels. 

THE  RECOMMENDATIONS 

RECOMMENDATION  #1 

Small  Business  Incentive  Tax  Credit 

In  order  for  a  company  to  receive  the  small  business  incentive  tax 
credit,  the  following  measures  must  be  met: 

*  Existing  Montana  businesses  who  do  not  offer  health 
insurance. 

*  The  credit  can  apply  up  to  ten  employees. 

*  The  business  must  pay  at  least  50%  of  their  employees 
health  insurance  costs. 

*  Credits  are  graduated  up  to  $25  per  month.  Example:  50% 
payment  by  the  company  equals  a  credit  of  $12.50,  75% 
equals  $18.75,  and  100%  equals  $25.00 

*  The  credit  would  sunset  three  years  after  enacted. 

RECOMMENDATION  #2 

Maternity  and  Newborn  Services 

Payment  will  be  made  to  licensed  or  certified  providers  for 
maternity  care  and  shall  be  made  on  the  same  basis  as  any  other 
condition.  Licensed  berthing  rooms  are  covered.  The  newborn  child 
of  a  covered  employee  or  spouse  shall  be  covered  at  instant-of- 
birth  for  thirty-one  days  with  routine  hospital  nursery  and 
pediatric  care.  If  the  newborn  is  the  child  of  someone  other  than 
a  covered  employee  or  spouse  (ie.  grandchild)  ,  the  child  v/ill  not 
have  instant-of -birth  coverage. 
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RECOMMENDATION  #3 
Well  Child  Care 

Well  child  checkups  and  immunizations  are  provided  for  children 
under  the  age  of  2. 

RECOMMENDATION  #4 

Psychiatric  and  Substance  Abuse 

A  lifetime  benefit  of  $1000  is  provided  for  either  licensed 
inpatient  or  outpatient  care  by  any  Montana  licensed  provider  or 
licensed  facility. 

RECOMMENDATION  ^5 

Hospital  and  Other  Medical  Services 

The  plan  will  include  hospital  and  other  medical  services  as 
determined  by  the  carrier  excluding  the  psychiatric  and  substance 
abuse  as  covered  by  recommendation  number  4 . 

RECOMMENDATION  #6 

The  Base  Plan 

The  committee  adopts  the  five  previous  recommendations  as  its  Basic 
Health  Care  for  Montanans  Plan. 

RECOMMENDATION  ^7 

Business  Qualifications  for  the  Plan 

*  All  business  with  20  or  fewer  employees  can  qualify. 

*  Employees  are  defined  as  anyone  working  20  or  more  hours 
per  week. 

*  A  company  must  have  been  without  health  insurance  for 
twelve  consecutive  months  to  qualify.  (Note:  Individual 
coverage  for  injured  workers  has  no  waiting  period.) 


« 
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Appendix  I 

The  following  charts  and  graphs  provide  further  information  about 
the  United  States  uninsured  population. 

CHART  1 


Nearly  Half  of  the  Working  Uninsured 
Are  Employed  in  Very  Small  Firms 


23°L.  singles  not  working 
and  families  without 
working  adults 


77°owoikersor 
their  dependents 


16%firmswilhgreatei 
than  100  employees 


49°o  firms  with  less 
than  IOein()luyees 


36.9MiiilionLiiiinsured 
iiiidei  age65 


1 7%  firms 

wilh26-100 
employees 


IB'^'o  firms  wi 
10-25  employ 


28.4  intllion  working 
iininsiiied 


^^.JlllLc    1  ■cii.e.i  iiwiii  (JCI ISH  anuivbis  ot  fJMES  iluU 
•lii  .iiuiilcf    1987 

(United  States  statistics) 
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TABLE  6 

1 

Reasons  Reponed  by  SmaJl  Employers 

For  Not  Offering  Health  Insurance 

to  Their  Employees 

Ficton  in  Dccmon 

Alabifiu 

Maux 

Wlscoosin 

NcX  lo  Offer  InsuriQce 

iBirmineniml 

Ssn  Dieco 

Denver 

(Bruniwickl 

(4  Couniiesi 

Cost: 
Too  ExDcniive 

64.7 

69.0 

56.1 

49.2 

77.6 

Firm  Not  SufDciemJy 
Protitible 

Z5.0 

~3L4 

448 

41.0 



Wortforce  Conjidersiions: 

Mioy  £mpioy«e«  imumi 
Eljewhere 

67J 

49.0 

46.5 

3i.6 

63.1 

Employeci  cin  be  Hired 

Without  Providing 

loxunoce 

42.8 

33.0 

57.6 

19.6 

■U.9 

High  Employee  Turnover 

19.0 

22.0 

23.2 

13.6 

19.0 

Employee!  Donl  Wim  U 

39.1 

15.0 

16.0 

12.7 

43.9 

Injurjnce  Market: 

Compmy  Turned  Down: 

Too  Sra»jl 

:i.o 

22.0 

19.2 

10.3 

• 

Cuuxx  Find  An 

Accepuble  Plin 

22.8 

32.0 

24.5 

14.7 

31.5 

Lack  of  Informjuoo/ 

Difficulty  Judging  Pltni 

17.9 

19.0 

16.9 

16.0 

31.6 

Employees  Cannot  Qualify: 

Preexisting  Conditions 

"      "11.3 

10.0 

'    8.6 

7.9 

24.1 

Company  Turned  Down: 

T\pe  of  Business 

11.4 

7.0 

2.9 

M 

'Survey  aid  not  ssk  this  question. 


TABLE  7 

Portion  of  Premium  Paid  by 

Employers  for  Full-Time  Employees  and  for  Dependent 

PoruoQ  of 
Premium  Paid 
by  Emoloyer 

Aruooi 

(Sutewide) 
Emp.       Dep. 

San  Frsocisco 
Enip.      Deo. 

I>enver 
Emp.        Dep. 

Maine 
(Brunswick) 
Emp.      Dep. 

New  Jersey* 
(15  Counties) 
Emp.     Dep. 

Wsconsin 
(4  Cousucs)        1 
Ensj.     Dep.       1 

Ail 

54.1 

23.2 

79.0 

32.0 

73.6 

37,9 

65.0 

38.8 

84.0 

62.0 

645 

52.8    1 

Son>e 

21.7 

10.1 

17.0 

14.0 

21.4 

14.6        25.8 

41.4 

140 

10.0 

31.1        31.1    1 

None 

24.3 

66.7 

2.0 

50.0 

5.0 

47.5 

92 

19.8 

2.0 

8.0 

4  4 

16.2    1 

•For  dcpeodeiu  covenge  in  New  JerKy,  20  percent  reported  *no«  spplicible/inelipble'  or  'don't  know.' 
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Figure   2. 

Uninsured  Population  by  Race 


Black  17.0% 
(22%  o«  all  blacks) 


White  61.6%  \_ 

(12.4%  of  all  whites)        \ 


Hispanic  16.1% 
(31.5%  of  all  hispanics) 


Others  5.3% 


Figure  5. 

National  Health  Expenditures  for  Personal  Health  Care,  1987 


11.1% 
Other 

Professional 
Services  (dentists,  etc.) 


23% 

Physicians 
Services 


44% 


9.2% 
Nursing  Homes 

7.7% 

Drugs  &  Medical 

Supplies 


2.7% 


Hospital  Care 


Other  Health 
Services 


2.1% 

Eyeglasses  & 
Appliances 
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Figu  re    3. 

Uninsured  Population  by  Family  income 


Total  Uninsured  Population 
(Adults  and  Children) 


29.3% 

between  FPL  f 
and 
FPL  X  2 


35.6% 
below  FPL 


Uninsured  Children 
(Under  Age  18) 


,.^^^' 


31.2% 

between 
FPL  and 
FPL  X  2 


44.0% 
below  FPL 


FPL:     Federal  Poverty  Level  (see  the  glossary) 


Figure    4-. 

Uninsured  Population  by   Region 


18.1% 

/     (n,2°o  o(  region's  population) 


25.2% 


^^ 


•.•.•.■.■.■.•.■.•.•.•. •.•^.v,v.->.'.  •>.•••. ■.•.•) 

.>:-^:>>x:.:;:;:::;:;:;:;s;;::::>::v:};v::::v:::v|i 


15.3% 

(11.3°'o  of  region's 
population) 


•X-J 


41.1% 

(18  '''^"i  ol  region's  population) 

Bold  numbers  Indicate  the  percentaje  of  the  lota! 
uninsured  population  In  the  country 
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Though  the  U.S.  spends  a  higher  percentage  ot  its  Gross 
Domestic  Product  on  health  care  than  these  five  other 
industrialized  nations,  its  record  on  intant  mortality  is  the 
poorest  of  the  group.  (Gross  Domestic  Product  is  the 
monetary  value,  at  market  prices,  of  all  goods  and  serv- 
ices created  in  a  country  In  a  given  year.  Infant  mortality 
is  a  commonly  used  measure  of  the  overall  health  of  a 
nation,  reflecting  how  well  medical  services  are  delivered 
throughout  its  population.) 

Q  Heaim  expenditures  as  a  percentage  of  Gross  Domestic 

Product 
D  Infant  monality  per  ttiousand  births 

0  2  4  6  1 


10 


U.  K 

Japan 

W.  Germany 

France 

Canada 

US 


'■' '-: T-:;-^-.  "-T-l 


■^=^SL 


_„i,:;::u,.. 


'_:3, 


"I^TT'-^'J 


Sources  Hcalitt  Cafe  Financing  Review.  1989.  Annual  SuDplemeni  UN 
Criiidrens  Funo  Stale  ol  tne  Woiias  Ch-ioren.  1989.  Organizaiion  tot 
Economic  Coooetalion  and  Oeveiooment.  Heai[n  Data  Bank 


il^llAd^  WljJJjL: 


As  costly  as  the  private-insurance  system  is.  it  pays  only  31 
percent  of  the  US.  health-care  bill.  At  least  25  percent  comes 
directly  out  of  Americans'  pockets. 


Other  government 
programs 


Medicaid 


Medicare 


Private  _o/ 

COnlriDulO'S.       "^  '' 

sucri  as  cnurcties 


Individuals 


Sou'ce    Paying  Woie    Geninq  Less.  How  U  S    HeaW  Care  Measures  Up. 
National  Heaiin  Ca  e  Campaign.  1993 
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Appendix  II 

The  subsequent  two  pages  reveal  insurance  projects  in  other  ^cates 
and  the  type  of  coverage  they  provide  and  the  cost  of  the  plans. 
In  addition,  the  final  two  pages  of  this  section  the  selected 
benefits  covered  in  the  plans  and  the  frequency  of  selected  types 
of  coverage. 
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Plan  Features 


INSURANCE 
PROJECT 


SERVICE  DELIVERY 
NETWORK' 


Aitbaea:  Base  CaiB  Pnvaa 
Opooo-A 


Uttana:  Base  Ca/t  Putiix 
Opoon— d 


Netvwrk  model  HMO  of  putXc 
and  pnv3tE  fxKpnaJs  and  pfivate 
ptiysoans 


DEDUCTIBLE 


COINSURANCE  CAP. 

OUMF-POCKET 

MAXIMUM 


MAXIMUM  BENEHT 
AMOUNT 


$100  per  im3rv>duaJ  per 
contraa  yeat  $300  per 
famuy 


NetvwrK  mode)  HMO  ot  puOfcay 
supponed  nosonais  and  county 
pnmary  care  amies 


SameasaMve 


SliKO  per  person  per 
year— oeducQbie  plus 
CO  insurance 
$3,240  per  family 


Unlirmed  (Limrted 
benefit  pa  doge) 


4- 


Same  as  above 


SameasalxM 


PRE-GOjnNG 
CONOmON  CUUSE' 


12-6-12 


SanwasaoM 


Artzon:  Heattfi  Care  Group 
OptKXiOne 


Netvwnt  model  HMO  in  2  coun- 
bes,  IPA  In  1  county 


None 


S4flC0  per  person  per 
year  panrapants  coin- 
surance 


5250000  per  petson  per 
year 


12-12  tor  nana* 
services  (pregnancy: 
nonnaJ  detswy  not 
cowtBd  tor  10  mcmfa 
from  ervovm) 


A/tzoaa:  Healtn  Cart  Group 
OpoonlvM) 


SanwasaocvB 


None 


None 


$250iXX}  per  person  per 
year 


SameasatxM 


ArtZDu:  Health  Care  Group 
Opoon  Three 


Same  as  above 


None 


None 


$2QiXX)  per  person  per 
year 


SanteasaOM 


AitzDM:  Healtti  Care  Group 
OpoonFour 


Same  as  above 


SZSXXi  per  indrvidual 
per  contract  year 


$2iX10  maximum  out- 
of-poctet  per  person 
per  year 


$25QiXX)  per  person  per 
year 


SamajtsatxM 


SCOPE 


EPO.  co-oaymefils  warved  tor 
kWHncome  persons  using 
pubbcty-supponed  rxjspnais 


Inpanem  care— $250 
per  novidual  per  calendar 
year;  $500  per  family. 
Outpanent  prescnption 
drugs— $50  per  year 


$2,750  per  person  per 
year  oeducQble  plus 
coinsuranca.  $5iOO  per 
famiy 


Unarmed  (Ewanons: 
mentai  heann.  suo- 
stance  abuse,  nosoca 
care,  convalescent  can. 
person  ovw  ?D1 


3-3-6  eiiKML^M 
3-3-12  deoenoert 


■t- 


Bthit:  Ftonda  Heaitfi  Access  i  IPA  model  HMa  (nonprofit) 
Standard  Option 


None 


$1iOO  per  person  per 
calendar  year— lotaJ 
copaymems.  $3D00  per 
family 


Unlimrted 


None 


Rofldi:  Ronda  Heaitn  Access 
High  Option 


Same  as  above 


None 


Same  as  above 


Unlimrted 


None 


MilBt:  MaineCare 


IPA  model  HMO 


None 


None 


Unlimited 


Exists  90  days  after 
enmiimeni.  but  does 
not  apply  to  pregnancy 


Mlchigu:  Blue  Cross  Blue 
Sfiieid  Option 


Blue  Cross/Blue  Shield  affiliated 
providers,  indemnity  plan 


$100  per  individual  oer 
calendar  year.  $200  per 
family 


SI. 100  per  person  per 
year  aeductible  plus 
coinsurance,  $1,200  per 
famiv 


$1,000,000  per 
person— JifBD  me 
benefit,  all  causes 


6-6  tor  groups  4  or  less 
(pregnancy— St  least 
270  days  from  enroH- 
ment).  no  clause  for 
groups  5  or  more 


MIchlgta:  Blue  Care  Netwon<  i  Mixed  model  HMO.  staff  and 
Option  I  netwonc  components 


None 


Nona 


Unlimited  (some 
benefits  iimrteo) 


None 


Tenne««e:  Mea Trust 


i  HMO  including  clinics  ana  pnysi- 
cians  Irom  Tenn.  Pnmary  Care 
Netv«rx 


None 


$500  per  person  per 
year  or  $1250  per  tamiiv 
maximum  out-ot-pocnet 


Unlimited 


6^12 


Utah:  Community  Heaah  Plan  i  Nervwrx  model  HMO  mclLiainq 
community  heaiin  centers  and 
pnvaie  pnysiaans 


None 


None 


$1,000,000  lifetime 
beneiit  maximum  ail 
causes 


Conditions  forvynicn 
medical  advice  was 
received  24  nxi  before 
enrollment,  or  trejmient 
tor  12  mo.,  are  covered 
at  50%  tor  first  12  mo. 


WMhington:  Basic  Healtn 
Plan 


Vanety  of  staff,  netwonc  and  IPA 
mooel  HMO's 


None 


None 


Unlimited 


6-12 


'  SennM  Dtlntrf  Nnvt^jnt  AOBrrvuoons:  HMO  -  Htim  MunieniTc*  Or^jdiaoon    EPO  -  Eiciuyv*  Prwvjef  Oi^inumon    IP*  -  Inoiwluil  Pncoc*  Assooraxi 

'  Pre-exormg  conoioon  ajus«:  Numtna  rtttr  lo  tim«  Mnoos  r  mmra  uniesa  otnenm*  nana,  t  g.  12-6-12  meim  Bul  if  ttw  pervxi  racwwd  triitmem  W  i  cnnoroon  wrtTm  12  montm  txiwt 
enrwiment.  nijt  conoiBon  *ouia  not  be  ctMrw  until  irn  person  ru]  M«<  irenmwu-rrM  tof  ai  commuoui  monms  imn  rauno.  or  hai  De«n  enrolled  lor  12  conwixxu  morwa.  A  12-12  oun  would 
eliminate  Die  treaimern-rrte  clause. 
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Monthly  Premiums  for  an  Adult  Employee  Age  35^  = 


1                      SINGLE 

FAMlUr* 

RffiUIRED 

EMPLOY  EH 

COHTRJBimON 

INSURANCE 
PRODUCT 

MALf 

FEMALE 

2-PERSON 
OR  COUPLE 

1 

1      3-PERSONS 

4  OR  MORE 
PERSUM 

Alatomr  Pnvaie  Omx3n-A 

73.96 

73.96 

186.32 

186.32 

186.32 

50%o(sirH3» 
prwnum 

Uibtm:  PuDiic  Ocmofv- fl 

45.07 

45.07 

110.86 

1             110.86 

110.86 

50%o«sBigie 
prefTKjrn 

Artodt*:  Cpoon  One 

1              32.02 

j             82.02 

1            150.79 

1            259.89 

1             259S 

j  ^(one  feqiirHJ 

Artzofl*":  Outran  Two 

93.73 

93.73 

1            1S3.81 

1            298.12 

1             238.12 

1  NonereouTK) 

Art2M»':  Onion  rtiree 

90.14 

90.14 

1            176.98 

1             276.87 

1             27B.87 

1  NonereoufW 

Artmo*':  Optwn  four 

£5.43 

1              55.43 

1             108.88 

1             180.12 

180.12 

NonerwjurM 

Oeovw*:  SCOPE 

51.94 

71.54 

148.47 

148.47 

148.47 

25%o<s*iQie 
piciiiuni 

Flofidi:  Stanoam  Oction 

72.52 

72.52 

145.82 

198.95 

198.95 

50%o<Sjng« 

Florldj:  Hign  Opoon 

82.42 

82.42 

162.72 

226.11 

226.11 

50%rtsff>gie 
prBfnufn 

Milne:  MaineCare                  j 
Unsuosiousfl    (201%  +  FPL)  | 

SuDSKiizBfl      (101-125%  FPL)  1 

1 

91.71 
54  55 

91.71 
64.55 

183.42 
129.10 

1 

274  23 
17493 

274  23 
174  33 

50%  o(  unsuosdced 

ratB 

Mithlqin*:  Blue  Cross  Blue     i 
Shield  OoDon 

UnsuDSJOizea    (201%  +  FPL)  | 
SuOsiaizea      (101-200%  FPL)  | 

118  06 
78.71 

118.06 
78.71 

271  03 
180.69 

283  93 

189.29 

233  93 
189.23 

"^3%  (y  iirrsiOWBM 

me 

Mlelilg«n«:  Blue  Care  Nenwrx  i 
UnsuDSJaiffiO     (201%*F?L)| 
SuOSJOiZEfl      (101-200%  FPL)  1 

11255 
75.04 

112.55 

7504 

26100 
174  00 

277.90 
185.27 

277  90 
185.27 

333%  rt  ureutJsiOCEd 
rate 

TennetiM:  MeaTojsi             | 

48  71 

48  71 

97.43 

131.53 

131  53 

SSQJDO  oef  momn 

Utah*:  Community  Heam 
Plan 

63.57 

73.75 

137.32 

159.36 

187.88 

S3a00  per  montfi 

Wwfilngton':  Basic  Meaitn      | 
Plan                                     1 
UnsuDsiOiZEd     (200%  -t-FPL)  1 
SuOSiOizEfl     (100-124%  FPL)  1 

95  OO 

19-00 

95  00 
1900 

190.00 
38.00 

295.00 
55.00 

295.00 
55.00 

N/A— sow  directly  to 
inorvxiuals 

AVERAGE  FOR  ALL  PROOUtH^:  1 

Using  unsuDsiaiZEO  Rates        1 

Mean  i 

Stanflara  Deviation  i 

73  46 
22-50 

30  44 
21.00 

168.32 
49.49           1 

220.51 
5473 

222.41 
63.21 

using  SuDsioizeo  Hates           i 

Meani 

Stanaaro  Oevianon  i 

65  45 
19  80 

1 
68  44 
;944 

1 
142.75 
40  83 

18541 
63.31 

187  31 

52.90 

'  Ratts  at  lor  ortmiums  m  erttcl  is  ot  Marcn  31   1969  Maine.  Mictiiqan  ana  Wasnin(jion  states  otier  oma  ortrmum  sutJSJOies  tor  low-incom«  enroiieei  UnsuosjOiaO  rjies  an  tor  oersons  win 

incomes  aoove  200  Derceft  o(  me  leceraJ  ooverrv  levei  ifPl.1  ana  suosiotjeo  rales  lor  inose  lust  aoove  lOO  oercmt  fPL 

J  Assumes  a  2De.^on  a'Ouo  is  maoe  uo  oi  emoiovee  &  scouse  age  iS  ino  mat  a  mree  or  lour  person  group  nas  yo  aouits  plus  cnikjrefl. 

'  An;oPa  rales  lof  Wancooa  Cauniy 

'  Denver-  rates  tor  Denver  area 

»  Wicniqan:  rates  lot  Genesste  Couniv 

•  Utan  rales  lor  groups  oi  less  man  15  employees 

r  Wasnmgton:  rates  are  stateoioe  averages 
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Coverage  of  Selected  Benefits  in  15  Health  Insurance  Plans* 


Always  Covered  (15  products) 


■  Doctor's  OITice  Visits 

Alabama  Plans  A  &  B:  limit  to  6  visits/year 

Denver:  S15  copayment  or  50%  coinsurance  if  procedure  performed 

Utah:  S20  copayment  for  specialists 

■  Outpatient  Diagnostic  X-Ray  and  Laboratory  Testing 

Alabama  Plans  A  &  B:  $3(X)/year  maximum 

■  Outpatient  Surgery  including  doctor's  charges  and  facility  charge 

Alabama  Plans  A  &  B:  $50  copayment  for  facility 
Utah:  $75  copayment  for  facility 

■  Well  Baby  Care 

■  Ambulance 

Alabama  Plans  A  &  B:  covered  only  if  admitted  to  hospital 
Denver:  $100  limit  for  ambulance  only 

■  Emergency  Room 

Copayments  ($25-$50)  charged  by  two-thirds 

■  Hospital  Inpatient  including  semiprivate  room  and  board, 
miscellaneous  charges,  surgeon's  fees,  anesthesiologist's  fees, 
doctor's  visits  in  the  hospital  and  prescriptions 

Alabama  Plans  A  &  B:  10  days/year  limit,  $20/day  copayment 

Florida  Standard:  $100  copayment  days  1-5 

Denver:  50%  coinsurance 

Tennessee:  $200  copayment  per  admission 

Utah:  $150  copayment  for  days  1-4 

Washington:  $50  copayment  per  admission 

Almost  Always  Covered  (14  products) 

■  Outpatient  Routine  Physicals 

■  Outpatient  Immunizations 

■  Outpatient  Physical  Therapy 

Alabama  Plans  A  &  B:  $2,000/year  limit 

Denver:  50%  coinsurance 

Maine:  shon-term  therapy  only,  must  improve  significantly  in  60  days 

Tennessee:  10  visits/year  limit 

Utah:  $20  copayment,  must  treat  within  60  days  of  onset 

■  Private  duty  nursing  in  the  hospital 
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Coverage  of  Selected  Benefits  in  15  Health  Insurance  Plans* 


Usually  Covered  (10-12  products) 


■  Outpatient  Prescriptions  (12  products) 

Typically  charge  copayment  of  S3-$10 

Denver:  50%  coninsurance,  separate  deductible  of  S50/year 

Maine:  available  only  as  a  rider 

■  Home  Health  Visits  (11  products) 

Denver:  50%  coinsurance.  100  visits/year  limit 
Tennessee:  60  visits/year  limit 

■  Routine  Hearing  Exams  and  Eye  Exams  (10  products) 


Som^mes  Covered  (6-8  products) 


I  Convalescent  Care,  Skilled  Nursing  Facility  (8  products) 
Denver:  50  days/year  limit  per  related  cause,  cover  at  50%  hospital  room  and  board  rare 
Florida  Standard  &  High:  20  days/year,  S25/day  copayment  for  Standard 
Maine:  100  days/year  limit 
Tennessee:  100  days/year  limit 
Michigan  Networic:  $25/day  copayment 

Mental  Health  -  Outpatient  (8  products) 

Typically  limit  either  number  of  visits  (20  most  common)  or  dollar  amount  ($1,000  or  52,000) 
Tennessee:  available  only  as  a  rider 

Mental  Health  -  Inpatient  (7  products) 

Most  have  high  copayments  per  day  (S 100-5200)  or  50%  coinsurance  for  limited  number  of 

days  (usually  30  days) 

Tennessee:  available  only  as  a  rider 

Hospice  Care  (6  products) 

Denver:  50%  coinsurance,  6  month  limit 


Least  Frequently  Covered  (1-3  products) 


Durable  Medical  Equipment  (3  products) 
Prosthetic  and  Orthotic  Appliances  (2  products) 
Podiatry  (1  product) 
Genetic  Testing  and  Counseling  (1  product) 


•Tible  9  lisu  benefiti  included  in  15  imunnce  pluu  ofTered  or  tpprovcd  by  Hcjllh  Cire  for  the  Uninjured  Profnni  projecu.    Limjuuoni 
on  ihe»e  benefiu  tre  thown,  including  coinjunnce  nltt  of  grcticr  ihin  20  percent  p«id  by  the  enrollee,  copiymenu  of  gntuc  ihxn  JIO, 
ind  ccilingt  oo  the  number  of  visiu  or  toul  cturgei. 
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UNINSURED  MONTANANS  -  PART  II 

The  introduction  of  this  report  mentions  that  there  are  over  49,000 
children  under  the  age  of  eighteen  in  Montana  without  insurance 
coverage.  The  committee  who  examined  children's  health  are  issues 
chose  to  offer  a  private  insurance  plan  that  is  being  offered  in 
14  other  states.  The  policy  is  entitled  the  Blue  Cross  Blue  Shield 
Caring  Program.  There  are  three  basic  tenants  to  a  successful 
"Caring  Program."  First,  Blue  Cross  Blue  Shield  provides  all 
administrative  costs  free  of  charge  to  the  plan.  Second,  health 
care  providers  agree  to  offer  services  for  a  reduced  fee.  Finally, 
a  non-profit  foundation  raises  money  to  provide  the  monthly 
coverage  for  the  children  enrolled.  (Note:  A  Montana  plan  is 
estimated  to  cost  $25  per  month  per  child.) 

The  following  outline  of  the  Caring  Program  provides  further 
information  about  the  plan's  coverage  and  logistics. 

OUTLINE  OF  MONTANA'S  CARING  PROGRAM  FOR  CHILDREN 

Purpose : 

-  To  provide  immunizations  and  early  diagnoses  that  may 
help  prevent  children  from  becoming  seriously  ill 

To  maintain  the  health  of  children 

_    To  provide  emergency  health  care  services 

Benefits  provided  for  children: 

-  Doctor  well/sick  office  visits 

-  Emergency  accident  and  medical  treatment 

-  Out-patient  surgical  care 

-  Out-patient  diagnostic  tests 

-  Immunizations 

-  Prescriptions 


Funding: 


Provided  by  contributions  to  the  Caring  Foundation  of 
Montana,  Inc.,  a  nonprofit  501C3  subsidiary  of  Blue  Cross 
and  Blue  Shield  of  Montana  through  individual,  business, 
civic  and  community  support. 
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Coitimitment ; 


Target: 


Blue  Cross  and  Blue  Shield  of  Montana,  as  their 
contribution,  will  donate  all  administrative  and  program 
costs  for  the  Caring  Program.  This  means  that  all 
donated  funds  —  100%  —  will  be  used  to  provide  health 
care  services  for  these  children.  This  effort  is  in 
keeping  with  the  Blue  Cross  and  Blue  Shield  of  Montana 
concept  to  make  affordable  health  care  available  for  all 
children  of  eligible  families  have  an  accurate  cost 
measure  for  future  budgeting  based  on  actual  usage. 


500  children 


How  Can  "YOU"  Help  THE  CARING  PROGRAM  FOR  CHILDREN? 

*  YOU  can  encourage  your  company  or  business  to  become 
involved  by  making  a  contribution  to  The  Caring  Program 
Foundation. 

*  YOU  can  encourage  church  communities  and  service 
organizations  to  become  involved  in  sponsoring  children 
in  The  Caring  Program  For  Children. 

*  YOU  can  urge  your  employer  and  other  employees  to  make 
contributions  to  The  Caring  Foundation  of  Wyoming,  Inc. 

*  YOU  can  ask  your  family  doctors  and  pharmacists  if  they 
are  Caring  Providers  and  if  not,  encourage  them  to 
participate. 

*  YOU  can  send  your  tax-deductible  contributions  to: 

THE  CARING  FOUNDATION  OF  MONTANA 

"SPONSORSHIP" 

Civic/Community  Groups 

Churches 

Businesses 

Corporations 

Unions 

Youth  Organizations 

Individuals 
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The  Caring  Program  For  Children  Can  Help. 

*  The  Caring  Program  is  a  program  that 

"cares  for  children  who  can't  afford  to  get  sick" 

*  The  Caring  Program  will  begin  to  help  meet  the  needs  of  these 
children  by  providing  basic  benefits  for  primary,  preventive 
and  emergency  health  care. 

*  Many  medical  crises  might  be  prevented  by  earlier  medical 
attention. 
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Who  Provides  This  Care? 

*  Care  will  be  provided  through  physicians,  hospitals,  clinics 
and  pharmacies  throughout  Montana,  These  Participating 
Providers  will  agree  to  accept  the  Caring  Program  fees  as 
payment-in-full  for  treating  Caring  Program  children. 

Eligibility  Requirements 

*  An  unmarried  son/daughter,  stepchild,  or  ward  living  with  a 
legal  guardian  under  the  age  of  18. 

*  A  resident  of  the  State  of  Montana. 

*  They  must  meet  the  program's  family  income  guidelines. 

*  They  must  not  be  eligible  for  Medicaid,  receiving  other 
medical  assistance  insurance  or  any  other  public  or  private 
assistance . 

Is  There  Any  Cost  To  The  Family? 

*  The  Caring  Program  provides  covered  services  to  enrolled 
children.  There  will  be  no  charge  for  obtaining  the  insurance 
for  the  child(ren). 

How  Many  Children  Can  Enroll? 

*  The  number  of  children  served  by  The  Caring  Program  For 
Children  is  limited  only  by  the  amount  of  dollars  raised  by 
the  Foundation. 

*  Children  will  not  be  turned  down  for  health  reasons. 
Where  Does  The  Money  Come  From? 

*  From  People  Like  YOU.  sponsorships  of  enrolled  children  are 
funded  by  tax-deductible  contributions  from  individuals, 
corporations  and  organizations. 


Avenues  of  Financial  Support, 


II.   CHILDREN'S  ISSUES  -  KIDS  COUNT 

Two  committees  endorsed  the  KIDS  COUNT  project  which  is  already 
partially  implemented  but  will  require  legislative  and  budget 
authority  to  fully  implement.  The  initial  results  have  been 
promising  and  will  be  enumerated  within  Human  Services  Committee 
hearings.  Further  background  information  and  committee 
recommendations  are  contained  in  the  following  pages. 
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Kids  Count 

Designed  to  promote  health  and  prevent 
disease  in  infants,  children,  and  adoles- 
cents by  improving  access  to  health  care 
for  pregnant  women  and  Medicaid-eligible 
children 


THE  project  Is  a  cooperative 
effort  among  the  Montana 
Departments  of  Social  and 
Rehabilitation  Services,  Health 
and  Environmental  Sciences, 
Family  Services,  Institutions,  and 
the  Office  of  Public  Instruction. 
Funding  for  this  project  Is  In- 
cluded In  Governor  Stephens' 
budget  proposal. 

Emphasizing  prenatxiL  and  well 
child  care  through  education,  early 
intervention,  and  improved  access 
reduces  long-term  costs  by  prevent- 
ing disease  and  decreasing  births 
of  high-risk  babies  needing  high- 
cost  care.  To  accomplish  this.  Kids 
Count  proposes  a  broad  array  of 
new  and  expanded  services  includ- 
ing: 

■  a  statewide  education  cam- 
paign on  prenatal  care; 

■  Improved  access  to  obstetrical, 
pediatric,  and  dental  care 
through  expanded  Medicaid  eli- 
gibility and  increased  medicaid 
rates; 

■  early  Intervention  services  for 
children  determined  to  be  at 
risk  of  developmental  delay;  and 

■  Incorporating  the  former  Early 
and  Periodic  Screening.  Di- 
agnosis, and  TYeatment  pro- 
gram (EPSDT)  Into  "Kids 
Count." 


Education  &  Access  To 
Care  Of  Key  Importance 

A  major  focus  of  Kids  Count 
Is  to  enhance  the  health  of 
mothers  and  children 
through  education  and  access  to 
prenatal  care... the  most  cost- 
effective  means  of  reducing  both 
low  birth  weight  and  Infant  mor- 
tality. The  average  cost  of  provid- 
ing prenatal  care  Is  $400, 
compared  to  lifetime  costs  of 
$400,000  or  more  to  care  for  a 
low  birth  wel^t  baby. 

Through  Its  contract  with 
Healthy  Mothers,  Healthy  Babies 
to  administer  the  "Baby  Your 
Baby"  campaign,  the  Kids  Count 
project  Includes  a  multimedia  out- 
reach and  education  campaign 
stressing  the  Importance  of  early 
and  continuous  prenatal  care  and 
the  need  for  healthy  habits  dur- 
ing pregnancy.  A  telephone  hot- 
line and  referral  system  provide 
additional  help  and  reinforcement. 

Kids  Count  nils  some  llnanclal 
gaps  by:  (1)  Increasing  the  Medic- 
aid eligibility  Income  level  for 
pregnant  women  and  children 
under  age  6;  (2)  providing  tempo- 
rary Medicaid  eligibility  for  preg- 
nant women  during  review  of 
their  formal  Medicaid  application; 
and  (3)  providing  continued  Med- 
icaid eligibility  for  60  days  post 
pregnancy.  ■ 


Governor 
Stan  Stephens 


r    FORYQURfc 
INFORMAinOM 


MONTANA 

DEPARTMEKT  Of  SOCIAL  AM) 

REHABILITATION  S£fl  Vices 

PO.  BOX  4210 

HELENA,  MONTANA  59604 

Julia  B.  Robinson 

Director 


"Emphasizing 
prenatal  and 
well  child 
care  through 
education, 
early 

intervention, 
and  improved 
access  to 
health  care." 


For  More  Ir\forjnation 
Contact 
Nlta  Freeman 
444-4540 
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3000  copies  of  this 
document  were  published 
at  an  estimated  cost  of 
$0.03  per  copy  for  a  total 
cost  of  $90.00  which 
includes  $90.00  for 
printing  and  $0.00  for 
distribution. 


Service  Providers  En- 
couraged To  Participate 

Achieving  the  goal  of  im- 
proved maternal  and  child 
health  care  means  increas- 
ing the  participation  of  Medicaid 
clients  and  providers.  We  cannot 
Increase  client  participation  with- 
out adequate  access  to  obstetrical 
services.  Low  reimbursement 
rates,  administrative  paperwork, 
and  the  high  cost  of  malpractice 
Insurance  are  primary  reasons 
cited  by  doctors  for  not  participat- 
ing in  the  Medicaid  program. 
Compounding  the  Impact  of  the 
low  doctor  participation  rate,  the 
number  of  doctors  delivering  ba- 
bies In  Montana  declined  29% 
from  1986  to  1988.  In  January 
1988.  18  of  Montana's  56  coun- 
ties had  no  obstetrical  services, 
and  another  19  counties  antici- 
pated losing  obstetrical  services 
In  the  near  future. 

To  encourage  health  care  pro- 
viders to  participate.  Kids  Count 
(1)  Increases  delivery  fees  used  in 
computing  physician  reimburse- 
ment; (2)  reimburses  rural  health 
clinics  and  federally-qualified 
health  centers  for  ambulatory  ser- 
vices; and  (3)  seeks  to  Increase  re- 
imbursement to  alternative 
health  care  providers  such  as 
nurse-mldwives  and  nurse  practi- 
tioners. 


Early  Intervention  A  Key 
To  Success 

Expanding  early  intervention 
for  children  at  risk  of  devel- 
opmental delay  Is  another 
key  component  of  Kids  Count. 
E^Iy  Intervention  encourages 
normal  development  patterns  and 
prevents  diagnosed  conditions 
from  becoming  more  disabling. 
While  early  Intervention  can  pre- 
vent or  ameliorate  severe  disabil- 
ity, not  all  Montana  children 
receive  the  full  range  of  services 


they  need.  About  100  Montana 
families  now  receive  some  early 
Intervention  service.  Kids  Count 
seeks  to  expand  early  Interven- 
tion to  offer  a  full  range  of  ser- 
vices to  the  550-600  Montana 
children  under  the  age  of  three 
who  are  eligible  under  the  Ekluca- 
tlon  of  the  Handicapped  Act. 

The  Kids  Count  screening  exam 
has  also  been  expanded  to  com- 
ply with  OBRA  to  remove  barriers 
to  care  and  expand  services  for  di- 
agnosis and  treatment.  The 
screening  exam  Includes:  (1)  a 
comprehensive  medical  history; 
(2)  a  physical  examination  Includ- 
ing nutrition  and  development  as- 
sessment; (3)  a  vision  and 
hearing  screen;  (4)  a  dental  exami- 
nation; (4)  routine  lab  tests  (lead, 
anemia,  tuberculosis,  etc.);  (5)  re- 
quired immunizations;  and  (6)  a 
yearly  visit  to  the  dentist  for  chil- 
dren age  3  or  older. 


Fiscal  Impact  Significant 

Montana  has  approxi- 
mately 25.000  Medicald- 
ellglble  children.  About 
one-half  of  them  are  currently 
screened  through  the  early  pre- 
vention services  of  Kids  Count. 
The  cost  of  medical  care  needed 
by  children  who  have  participated 
In  early  screening  is  up  to  one- 
third  less  than  the  costs  of  un- 
screened children. 

The  results  of  Kids  Count  are 
so  successful  that  SRS  Medicaid 
Services  is  working  to  Involve  ail 
Medicald-ellglble  children 
through  expanded  outreach  activi- 
ties. Kids  Count  clearly 
demonstrates  that  children  with 
access  to  early  preventive  screen- 
ing, diagnosis,  and  treatment  are 
generally  healthier  with  fewer 
medical  needs  and  expenses  than 
children  without  access.  As  an  ef- 
fective preventive  health  services 
program,  Kids  Count  saves  the 
state  substantial  long-term  expen- 
ditures. B 
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KIDS  COUNT  RECOMMENDATIONS 

RECOMMENDATION  #1 

Kids  Count  -  Study  the  feasibility  of  outstationing  eligibility 
staff  at  locations  other  than  welfare  offices,  such  as  hospitals 
and  other  health  clinics. 

RECOMMENDATION  #2 

Kids  Count  -  Increase  reimbursement  for  delivery  services  to  90% 
of  the  average  customary  charge  for  the  service.  This  would 
increase  the  global  fee  for  a  normal  delivery  to  $1,235.  This 
level  of  increase  should  be  sufficient  to  meet  the  federal 
reguirement  that  services  must  be  available  to  Medicaid  clients  to 
at  least  the  extent  they  are  available  to  the  general  population. 

RECOMMENDATION  #3 

Kids  Count  -  Implement  a  targeted  case  management  system  for  women 
who  are  identified  by  assessment  to  be  at  high  risk  of  not 
delivering  a  full-term  baby.  The  Medicaid  program  could  reimburse 
eligible  contract  providers  for  case  management  services. 

Potential  providers  of  case  management  services  would  be  DHES  low 
birth  weight  clinics;  migrant  health  clinics;  urban  Indian  Health 
(IHS)  clinics  and  IHS  clinics  for  special  needs  population. 

REC0MI4ENDATI0N  #4 

Kids  Count  -  Develop  strategies  for  continued  funding  of  current 
low  birth  weight  (LBS)  projects  and  expand  to  additional  sites  as 
part  of  the  MIAMI  Project  expansion. 

RECOMMENDATION  #5 

Kids  Count  -  Continue  education  efforts  to  pregnant  women  on  the 
importance  of  the  "Baby  Your  Baby"  project  and  encourage  agencies 
to  help  fund  a  "corporate  sponsorship"  of  this  project. 

RECOMMENDATION  #6 

Kids  Count  -  Adopt  the  American  Academy  of  Pediatrics  Screening 
Schedule  for  the  EPSDT  program  increasing  the  number  of  screens 
from  12  to  20  during  the  first  21  years  of  life. 

RECOMMENDATION  #7 

Kids  Count  -  Increase  public  awareness  and  child-find  activities 
throughout  the  state. 

The  Part  H  infant  and  toddler  program,  requires  participating 
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states  to  inform  the  public  about  the  statewide  early  intervention 
program  and  the  child-find  system,  including  how  to  make  referrals 
and  how  to  gain  access  to  evaluation  and  services.  The  child-find 
system  should  set  up  an  effective  method  for  hospitals,  physicians, 
parents,  day  care  programs  and  other  providers  to  refer  children 
to  the  early  intervention  system  for  evaluation  and  assessment. 

To  ensure  a  true  interagency  approach  to  child-find  activities,  the 
system  must  provide  for  coordination  among  the  state's  special 
education  child-find  program,  the  Maternal  and  Child  Health 
program,  Medicaid's  Early  Periodic  Screening,  Diagnosis  and 
Treatment  (EPSDT)  program,  state  developmental  disabilities 
programs  and  Head  Start. 

RECOMMENDATION  #8 

Kids  Count  -  Demonstrate  increased  interagency  cooperation  through 
the  development  of  a  central  registry  and  tracking  system  for 
infants  who  have  a  high  risk  of  experiencing  developmental  delay. 

Special  emphasis  should  be  placed  on  the  development  of  coordinated 
strategies  to  locate  children  with  disabilities  or  at  risk  of 
becoming  disabled  as  soon  after  birth  as  possible. 

Information  gathered  through  the  Department  of  Health  and 
Environmental  Sciences'  Montana  Initiative  for  the  Abatement  of 
Mortality  in  Infants  (MIAMI)  Project  and  the  "Baby  Your  Baby" 
public  education  project  should  be  utilized  as  a  basis  for 
development  of  a  risk  registry.  Other  agencies  would  need  to 
cooperate  with  this  effort  and  enter  into  agreements  that  '.vculd 
allow  for  sharing  information  while  at  the  same  time  protecting  the 
confidentiality  rights  of  Montana's  citizens.  Specific  tracking 
and  follow  along  procedures  could  be  developed  utilizing  the  public 
health  system  already  in  place  in  the  counties  throughout  the 
state. 

RECOMMENDATION  #9 

Kids  Count  -  Enter  into  formal  interagency  agreements  with  other 
state-level  agencies  involved  in  the  state's  early  intervention 
program. 

Each  agreement  should  define  the  financial  responsibility  of  the 
agency  for  paying  for  early  intervention  services,  include 
procedures  for  resolving  intra-  and  interagency  disputes  and  any 
additional  components  necessary  to  ensure  effective  cooperation  and 
coordination  among  all  agencies  involved  in  the  state's  early 
intervention  program. 
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RECOMMENDATION  if  10 

Kids  Count  -  Make  the  policy  commitment  required  by  PL  99-457  to 
implement  a  statewide,  comprehensive,  coordinated,  interagency, 
multidisciplinary  system  of  early  intervention  services  for  infants 
and  toddlers  with  handicaps  and  their  families. 

In  order  to  continue  to  receive  federal  Part  H  early  intervention 
grant  funds  and  maintain  services  to  approximately  100  Montana 
families  using  Part  H  dollars,  the  State  of  Montana  must  make  a 
policy  commitment  to  fully  implement  Part  H  and  provide  the  full 
menu  of  services  called  for  by  the  federal  legislation.  Such  a 
commitment  will  require  a  further  appropriation  of  state  funds  in 
FY  92-93  as  well  as  improved  utilization  of  existing  federal,  state 
and  local  resources. 

A  conservative  definition  of  "developmental  delay"  such  as  the  one 
tentatively  adopted  by  DDD  to  determine  eligibility  for  Part  H 
services  would  make  approximately  1.5  percent  of  the  Montana 
children  under  the  age  of  three  years  of  age  eligible  to  be  served. 
Currently  210  children  under  36  months  of  age  receive  some,  but  not 
all  of  the  required  services.  The  proposal  to  fully  implement  Part 
H  will  provide  the  level  of  early  intervention  and  family  support 
services  required  by  Part  H  to  children  currently  in  the  program 
as  well  as  those  eligible  children  yet  to  be  located,  evaluated  and 
served.  The  projected  cost  to  the  state  general  fund  for  the  full 
implementation  of  the  Part  H  infant  and  toddler  program  is 
$1,180,000  in  FY  92  and  $1,380,000  in  FY  93. 

RECOMMENDATION  fill 

Kids  Count  -  Establish  a  State  Center  for  Health  Statistics  (SCHS) 
housed  in  DHES .  The  SCHS  would  be  responsible  for  collection  and 
storage  of  data,  compiling  required  reports  and  disseminating 
identified  data  profiles  on  a  periodic  basis.  The  U.S.  Public 
Health  Service,  Centers  for  Disease  Control,  would  provide  the 
standards  and  federal  coordination  and  reporting  requirements. 
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Appendix  1  a 

Charts  and  graphs  highlight  many  of  the  problems  Montana  has  faced 
in  providing  health  care  to  children. 
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II.  CHILDREN'S  ISSUES  -  IMMUNIZATIONS 

Immunizations  have  been  shown  to  be  among  the  best  of  preventive 
and  cost  effective  treatments  available.  The  state  has  a  long 
history  in  providing  vaccines  to  clinics  to  immunize  children. 
Records  show  that  Montana  has  always  distributed  its  share  of 
federal  allocations  of  vaccine.  During  several  committee  meetings 
the  issue  of  insufficient  amounts  of  vaccine  was  brought  forth  by 
both  committee  members  and  persons  in  attendance.  Because  the 
issue  could  not  be  resolved  within  the  timeline  available  the 
following  recommendation  was  put  forth  to  the  Governor. 

There  is  growing  concern  in  the  state  that  Montana's  immunization 
program  is  not  adequately  funded  to  meet  current  needs.  It  is 
becoming  increasingly  apparent  that  additional  resources  need  to 
be  spent  to  fund  the  costs  of  new  vaccines  or  to  allow  private 
physicians  to  offer  state  financed  vaccines  through  their  offices. 
Furthermore,  the  state  should  address  the  problems  of  vaccine 
distribution  with  both  public  and  private  sources.  An 
immunizations  committee  review  of  this  issue  indicated  that  the 
Department  of  Health  met  all  requests  last  fiscal  year.  This  did 
not,  however,  include  new  vaccines  or  physician  usage.  The 
committee  strongly  believes  that  vaccinating  children  is  a  cost- 
effective  method  of  reducing  health  risks  and  subsequent  health 
care  costs.  In  order  to  encourage  the  broadest  vaccination  of 
Montana's  children  possible,  this  committee  recommends  that  the 
State  Board  of  Immunization  develop  a  comprehensive  plan  for 
providing  immunizations  and  that  the  Department  of  Health  present 
the  plan  in  full  to  ensure  that  the  Legislature  and  Governor  will 
have  an  accurate  cost  measure  for  future  budgeting  based  on  actual 
usage. 
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II.  CHILDREN'S  ISSUES   -  THE  MIAMI  PROJECT 

The  MIAMI  Project  is  one  of  the  true  success  stories  enacted  by  the 
1989  legislature.  The  Health  Care  Availability  Advisory  Council 
recognized  this  and  recommended  that  the  MIAMI  Project  be 
continued.  It  is  due  to  sunset  in  June  of  1991.  The  following 
report  outlines  the  accomplishments  that  the  MIAMI  Project  has  made 
and  the  recommendations  for  the  future. 
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Montana's  Initiative  for  the  Abatement  of  Mortality  in  Infants 

MIAMI 


EXECUTIVE  SUMMARY 

Accomplishments  and  Recommendations 


CONTENTS 

•  Infant  Mortality:    A  Growing  Concern 

•  The  "MIAMI"  Concept 

•  MIAMI  Advisory  Council 

•~'  Low  Birth  Weight  Prevention 
'^'^a.int  Mortality  Review 
/•^'Public  Education  (Baby  Your  Baby) 

•  ~  Medicaid  Changes  for  Pregnant 
.Vomen 

Recommendations 


liNFANT  MORTALITY:    A  GROWING  CONCERN 


The  death  of  an  infant  is  a  profound  human  tragedy.  Each  year, 
some  40,000  American  infants  die  before  their  tlrst  birthday.  The 
rate  of  infant  death  is  a  major  standard,  accepted  throughout  the 
world,  for  measuring  a  society's  overall  health  status  and  a 
nation's  health  and  well  being. 

As  a  society,  we  have  made  great  gains  in  ensuring  the  survival 
of  -iir  ^nfajus  ,ind  improving  Liie  quality  of  ihcir  .ivcs.  However, 
among  industrialized  nations,  the  U.S.  has  one  of  the  liighcst 
rates  of  infant  mortality  (9.9  deaths  per  1,000  live  births  in 
1988),  ranking  I9th  behind  such  countries  as  Singapore,  Hong 
Kon2  and  Soain. 


In  Montana,  a  low  buiii  weii^ht  baby  is  born 
evfr\'  12  hours  ami  every  3  days  one  baby 
umifr  one  rear  of  ii'^-e  dies. 


The  high  U.S.  mortality  rate  is  brought  about  largely  by  low  birth 
weight  babies  (LBW)  being  bom  too  soon  or  too  small  (from 
prematurity  or  from  not  growing  adequately  during  pregnancy), 
and  by  increases  in  infant  death  rates  during  the  first  year  of  life 
(postneonatal  mortality).  During  this  period  babies  are  most 
vulnerable  to  damaging  effects  of  poverty  and  inadequate  health 
care. 


Care  for  pregnant  women  is  at  most  a   JO 

montli       conmiimient.  SHORT      TERM 

COMMFTMENT      REAPS  LONG      TERM 
BENEFITS. 


THE  "MIAMI"  CONCEPT 


Montana's  Initiative  for  the  Abatement  of  Mortality  in  Infants 
(MIAMI)  was  developed  to  address  issues  critical  to  the  well 
being  of  pregnant  women,  women  anticipating  pregnancy,  and 
children.  Despite  our  "low  risk"  (primarily  Caucasian) 
population,  in  1987  Montana  ranked  29th  in  the  nation  in  infant 
mortality,  down  from  our  20th  rank  in  1986.  The  major  reason 
Montana  babies  die  before  their  first  birthday  is  low  birth  weight. 
The  most  effective  tool  to  decrease  the  incidence  of  low  birth 
weight  is  early,  comprehensive  and  continuous  prenatal  care. 


For  further  inform.mon  and  copies  o(  the 
complete  report.  contact  the  Montana 
Perinatal  Proaram  (MPP),  Familv/MCH  Bureau, 
Montana  Department  o(  Health  and 
Environmental  Sciences,  Cogswell  Building 
Helena,  MT  59620.  Phona  (4061  444-4740.' 
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The  MIAMI  concept  faces  those  issues  identified  nationally,  and 
encompasses  the  best  of  what  has  been  learned  in  Montana  and 
recommended  nationally.    Goals  of  the  MIAMI  project  are: 

•  assunng  that  mothers  and  children,  regardless  of  income 
or  availability  of  health  services,  receive  access  to  quality 
maternal  and  child  health  services; 

•  reducing  infant  mortality  and  the  number  of  low  oirth 
weight  baoies;  and 

•  preventing  the  incidence  of  children  bom  with  chronic 
illnesses,  binh  defects,  or  severe  disabilities  as  a  result  of 
inadequate  prenatal  care. 

A  seven-member  MIAMI  Advisory  Council  was  appointed  bv 
Governor  Stephens  to  advise  the  Montana  Department  of  Health 
and  Environmental  Sciences  (MDHES)  on  'matters  pertaining  to 
the  MIAMI  project  and  to  make  recommendations  regarding 
maternal  and  child  health  services."  Members  oi  the  Council 
include: 

Marietta  Cross.  R.N.,  Missoula,  Chairperson,  representing  a  non- 
profit child  health  organization  (.Healthy  iMothers.  Healthy 
Babies); 

Jeft'rey  Hinz,  M.D..  Great  Falls,  pediatrician,  representing  *he 
medical  profession; 

Cherry  Loney,  Great  Falls,  Health  Officer.  Cascade  Citv-Countv 
Health  Department,  representing  local  health  departments. 

Lil  Anderson,  Billings,  Associate  Director,  Yellowstone  City- 
County  Health  Department,  representing  a  local  service 
provider; 

Nancy  Colton,  Bozeman,  parent,  representing  a  parent  support 
group; 

J.  Dale  Taliaferro,  Helena,  Administrator,  Health  Services 
Division,  representing  MDHES;  and 

Nancy  Ellery,  Helena,  Administrator,  Medicaid  Services  Division, 
representing  the  Montana  Department  of  Social  and 
Rehabilitation  Services  (MDSRS). 

Four  components  make  up  the  MIAMI  Project.    They  are: 


The  MIAMI  protect  builds  on  the  conceot 
(hot  the  whole  Is  greater  than  the  sum  ol 
ihe  parts. 


MIAMI  ADVISORY  CQ'J.VCIL 

X/lonetta  Cross,  r\.\'..  Chaircerson. 

Missoula 
Jeffrey  P.  Hinz,  M.D., 

Great  Falls 

Cherry  Loney,  R.N.,   Great  Falls 
Lil  Anderson,  R.N^.  jillmrjs 
iJancv  Colton,  Jo^eman 
J.  Dale   Tjllatarro,  Helena 
'.'ancv  Ellerv.  Helena 


MIAMI  PROJECT, MPP  STAFF 

Maxine      Fcr'^'json,      Surcai:      Cl;.'cf, 
Farniiy/MCH,  MDHES 
Jo  Ann  Ootson,  Nurse  Coordinator,  MPP 
Cindv  Little,  Admin.  Assisior,;.    '.',PP 
Sidney  C.  Pratt,  M.D.,  Medical  Advisor 


Low  Birth  Weight  Prevention 
Infant  Mortality  Review 

•  Medicaid  Changes  for  Pregnant  Women 

•  Public  Education  ("Baby  Your  Baby") 

Descriptions  of  each  component  and  accomplishments  to  date 
appear  on  the,  following  pages. 
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LOW  BIRTH  VVEIGIiT  PREVENTION 

Low  birth  weight  prevention  senices  utilize  a  care  coordination  :;nnroach  based 
on  scrcenina  eligible  pregnant  women  tor  medical  and/or  psychosocial  risk  or 
preterm  labor  or  low  birth  wei'jht:  assisting  these  women  to  access  prenatal 
care,  preterablv  during  the  first  Trimester  ot  pregnancy:  education  about  signs 
and  symptoms'  of  preterm  labor:  education  and  :issessment  ot  the  use  ot 
■ilcohc^l.  tobacco  and  other  drugs:  iississment  ot  nutritional  status  anil  nsk: 
referral  to  WIC,  odier  agencies  and  programs  for  services,  treatment,  ana  oiner 
assistance.  A  program  model  identifying  diese  components  has  been  developed 
and  is  utilized  by  local  projects. 

Low  binh  weight  prevention  projects  are  located  in  public  health  dcnanments 
or  hospitals  inseven  counties  wfiere  approximately  50%  of  Montana's  births 
occur.  Nearly  1,350  women  received  services  from  the  projects  during  the  past 
year.    Locations  of  these  sep.'ices  are  shown  on  the  map. 

LOCATION  OF  ICvV  o:RTH  WEIGHT  PREVENTION  PROJECTS 


Fk3JtCT  -  rCKTUU  tlklKLTl^  VKDCIAT  • 


A  total  of  5152,150  for  the  7  projects  was  administered  by  the  Montana 
Perinatal  Program  during  FY  '90.  This  does  not  include  funding  provided  by 
local  health  depanments  and  hospitals  in  support  of  these  projects. 

Sources  of  state-administered  funds  included  Federal  Maternal/Child  Health  and 
Preventive  Healdi  Block  Grants  and  State  General  Fund  dollars.  Costs  per  client 
are  shown  in  the  table  below. 

Table  1  - 
Funds  Contracted  for  LBVV  Prevention  Projects 
and  Costs  Per  Client  Served 


Data  Sources:    Project  Application/Contracts 


Total  Funding  to  Projects 
Number  of  Women  Served 
Cost, Client 


$152,250.00 

1.341.00 

$  113.46 


In  Montana,  a  low  birth  weight  baby  costs  a  minimum  of  $610  per  day  and  may 
be  hospitalized  7  to  20  days.  A  very  low  birth  weight  survivor  (one  who 
eventually  goes  home)  averages  531,000  to  $71,000  in  hospital  costs  alone. 
Very  low  birth  weight  infants  are  more  likely  to  have  problems  requiring 
lifetime  care.    Lifetime  costs  for  a  VLBW  infant  average  5415,588. 


CE.'^IvirtCSS: 

Lou    Sir'h    Wei'-nt    ('-5U)    -ZSCO   qr^ms    (5 
lb. ,    3  oz. )   or    less; 


Very    L:h    3irr?i     ..'e'cnt     ' 
jrams   ^i.i    'is.)   or    lesi. 


1500 


Many  factors  interact  to  produce  a  low 
binh  weiqlit  I'abx.  Tn.ese  include 
en\-ironment.  culture,  politics,  nconoimcs 
and  health  systems  as  well  as  social  class 
factors,  health  behaviors,  uccess  to 
•'lenuiid  i:iiL'.  ^,!ess.  u^c".  ^-iCe.  luiiitui 
status,  eaucation,  maternal  compitcanoiis 
and  preienri  labor. 


Lo:v  birth  vjeiar.t  jreve.n:  -in  piOjCCts 
are  imoaciing  'Montana  cjDies.  Only 
■^.92°  >  or  Sirrtis  ro  o.-c.i?cr  clients 
were  low  birth  weight,  compared  to 
a  pre-pro/ect  rate  of  3.2%. 


$113.46  of  state-administered 
funds  can  save  approximately 
$32,558  in  acute  care  costs  when 
used  io  prevent  one  "high  cost" 
baby. 
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Several  sites  were  able  to  determine  the  rate  of  low  birth  weight  among  client 
populations  prior  to  beginning  a  low  birth  weight  prevention  project.  Based  on 
current  LBW  rates,  the  number  of  LEW  babies  prevented  were  calculated  for 
four  sites.  Potential  savings  by  these  prevention  efforts  are  shown  in  the  table 
below. 

Table  2 

Cost  Savings  cf  Four  PTsiects  Through  I.SVV  P'^vention 

Project      Projected      Actual  LBW        TJumber  of      Acute  Care 
LBW  Babies  LBW  Babies        Savings* 

Babies'  Prevented 


I 


'Studies  havB  documented  rhat  laigent 
women  nave  Derter  outcomes  as  a  'esL.ii  cf 
prenatal  care  in  orqanized,  c~.o.-ciy  s^cDortea 
^^(rjr<;s  sucn  jS  nra^tn  ^^C3r:r^tn:j  :,-.:j 
community  health  centers.  .  .  .  ' 


A 

9 

5 

4 

$130,232 

B 

2 

1 

1 

32.558 

C 

22 

9 

13 

423.254 

0 

19 

12 

7 

227.906 

TOTAL 

POTENTIAL 

SAVINGS 

5813.950 

•  tjtimber  of  LBW  babies  ^\nicrt  wouia  nave  occurred  to  hY'90  L8WPP  dients  if  caicuiated  at  preoroiect 
rates 

•  Based  on  figure  from  \1antana  SRS    'hqn  Cost  t^Jb'es"  studv.    '983. 


The  \\':\\\  Street  Journal  [June  24,  19SS]  concluded  that  for  each  weei^  o^ 
prematurity  prevented,  a  company  may  save  as  much  as  SI 0,000  in  insurance 
costs.  In  an  anicie  titled  'What  Price  Prematurity?",  Rachel  Schuaru: 
calculated  costs  saved  by  the  upward  i.hifting  of  infants  into  tJie  next  higner  birth 
weight  category.  Postponing  delivery  through  monitormg  and  early  detection  oi 
two  800  gram  infants  (approximately  1  lb.,  \Z  oz.  each)  even  for  one  week  may 
result  in  savings  of  up  to  S33.700.  These  figures  underscore  the  importance  o{ 
educating  pregnant  women  about  the  sij^ns  and  suiiptoms  of  preterm  lai)()r. 

The  care  coordination  approach's   success   is  demonstrated   in  one  project's 
quarterly  report,  which  states: 

"Kate"  went  into  preterm  labor  at  25  weeks  due  to  premature  rupture 
of  the  membranes.  She  was  hospitalized  for  a  total  of  ten  days  and  was 
sent  home  on  oral  (medication]  and  strict  bed  rest  for  the  duration  of 
pregnancy.  .  .  .  The  community  health  nurse  provided  support  and 
education  throughout  "Kate"'s  difficult  pregnancy.  .  .  .  "Kate"  delivered 
a  healthy  baby  boy  at  39  weeks  ..." 


d\^, 


'"'■''   .PREVENT 

'  -^'    PREMATURITY 

Call  right  away  if 

•  ■,  cu  "3ve  3nv  *:uia  "3"^   -our 
vaaina 

•  ou  rave  any  ziocc  ■•:-:-  ,3ur 
.aqina 

•  vou  nave  3  sujcen  i-:^ejse  in 
vacmai  a:scni":e 

'•<  .au  are  Pivnq  a-/  c:  "r-ese 
-.varning  sicns  — 

Tiensiruai-t.rve  C'l^Zs 

\0M.  aull  cacKacne 

Delvic  Dressure 

.lOaominai  cramrs 

-.aginal  aiscnarrje  cnanjes 
Lie  down  and  cnecK  tor  contrac- 
tions. If  you  nave  five  or  more 
ccn tractions  inonenour.  orittne 
warning  signs  do  not  go  away  m 
one  hour.  CALL: 

1.  Your  pnysician  or  C  N '*<. 

2.  Your  local  nospiiai  or  OB. 
unit 


Successful  as  the  care  coordination  model  for  low  birth  weight  prevention  has 
been,  it  does  not  tell  the  entire  story.  Community  changes  are  evident  in  each 
area  where  a  low  birth  weight  prevention  project  has  been  in  existence  for  two 
or  more  years.  Community  coalitions  composed  of  persons  from  many  agencies 
and  organizations  concerned  widi  improved  care  for  mother  and  children  are 
working  together.  Referrals  to  the  projects  have  increased,  both  in  number  of 
women  referred  and  source  of  referrals.  Creative  approaches  to  educating 
clients  about  preterm  labor  have  been  developed.  One  example  is  a  wallet  size 
card  which  lists  the  signs  of  preterm  labor. 


A  wallet  card  listing  signs  of  preterm 
labor  has  pro\ed  successful  in 
educating  pregnant  women. 
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INFANT  MORTALITY  REVIEW 


Infant  mortality  has  a  major  impact  on  the  lives  of  all  Montanans.  The  tragedy 
of  death,  while  devastating  to  the  family  and  friends,  is  actually  only  die  tip  of 
the  iceberg.  As  depicted  in  a  model  developed  by  South  Carolina  (Figure  1), 
its  impact  on  society  is  actually  only  the  most  visible  effect,  with  family  stress, 
inodicai  costs,  special  education  needs,  and  lost  potential  atfectmg  the  society  m 
manv  oUier  ways.  The  problem  requires  careful  study,  so  that  not  only  the 
?.ctual  deaths  may  be  reduced,  but  aJso  the  other  consequences  mav  be 
decreased. 

Figure  I 

l\f4NT  MOHTAllTV  PCOBIEU 


WHY    ARE 
DYISG? 


MOSTAiSA  'S    BABIES 


INDIVIDUAL  SOCIETY 


In**^!  daar*  •  p«*  t^i  t  b  e<  • 


.d-»».  f*-'tt  ■-iC  1 


»  le»l      Hk^'-<«p«  O 


,r«*|    #t    A*    ptl^»itl 


OUALITV   PP  =  «*ftTAl     DEL'VIR*   C^D   KFWSORN   CflBf    CfiiV   PtDUCE   INFANT   DEATH   AND   DiSABILlTV 
ASSOC'ATtD  vVjTM  PKtGNtNCT  AND  EAfilY  CH-.DMOOD. 


IF^,^*  atfapd*  fi*>n  Sdwi**  €••««'<■  0**tC'^CH  1SI3I 


Fetal  and  infant  mortality  is  more  than  a  medical  problem;  socio-economic 
impacts  cannot  be  ignored.  According  to  a  1986  Innovations  report,  government 
has  begun  to  enter  the  arena  of  health  care  delivery  to  infants  and  pregnant 
women,  "  because  there  are  .  .  .  people  who  are  in  great  need  of  perinatal  and 
maternal  care  that  is  unavailable  due  to  cost,  ignorance,  or  lack  of  accessibility." 
The  report  further  states  that  "the  mere  presence  of  medical  services  does  not 
necessarily  mean  that  they  are  available  and  will  be  used  by  all  people.  Indeed, 
the  primary  obstacles  for  indigent  patients  are  cost  and  lack  of  accessibility." 


What  are  the  obstacles  resulting  in  Montana's  high  monality  rates? 

How  much  do  we  really  know  about  pregnant  women's  perceptions  of 
healUi  care,  and  reasons  for  their  health  care  practices? 

But  most  importantly,  WJIY  ARE  MO.NTANA'S  BABIES  DYING'.' 


:nfant  mortality  review: 

A  process  far  examining  factors 
which  contribute  to  infant  death 
through  a  systematic  evaluation  of 
Individual  cases  in  order  to  identify 
potential  opportunities  to  maternal 
and  infant  health. 

-William  Sappenfield    M.D. 


DEFINITIONS: 

Infant  =  child  aged  1  year  and  under 

■Jecnorc  =  cniij  agea  Zi   c:ays  and  under 

PostrconatJL  =  period  of  liTie  frcm  age 
29  days  to  1  year 

Fetal  death  =  The  birth  of  a  fetus 

after  20  weeks  gestation  which  shows 

no  evidence  of  life  after  complete 

birth. 

(Montana  Vital  Statistics  definitions) 


"A  child  doesn't  have  to  be  in  a 
wheelchair  to  have  a  hirth  defect. 
Limiting  a  child's  full  potential, 
even  hy  a  small  amount,  is  ;i<)in^ 
to  have  an  effcit  on  society." 

Lawton  Chilfs,    Chjirman 
National  Commission  to  Prevent 
Infant  Monality 
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Tliese  questions  are  the  impetus  for  Montana's  ongoing  work  on  infant  mortality.  " 

Montana's  infant  monality  rate  of  11.3  in  1989  is  our  highest  since  1980,  and  Montana's    1989    infant    mortality 

represents  a  31  fo  increase  from  the  1988  rate  of  8.6.  (See  Table  3)   While  this  rate    among    Native   Americans    is 

tlgure  may  be  only  a  "blip"  on  a  statistical  screen,  it  does  serve  as  a  reminder  over    double    the    rate    of    infant 

to  all  concerned  with  the  welfare  of  our  children  diat  infant  deaths  in  our  state  rnortality       in       the       Caucasian 

are  still  a  major  problem.  population. 


Table  3 

Montana  Statistics 

Year 

Live  Births 

Infant  Deadis 

Infant  mortality  rate 

(Deaths 

per  1000  births) 

1989 

11667 

132 

11.3 

1988 

11682 

100 

8.6 

1987 

12239 

121 

9.9 

1986 

12728 

122 

9.6 

1985 

13497 

139 

10.3 

1984 

14141 

125 

8.8 

1983 

14054 

126 

9 

1982 

14538 

147 

10.1 

1981 

14309 

153 

10.7 

1980 

14208 

176 

12.4 

.Montana's  Native  American  infant  monality  rate  of  25.2  in  1989  is  e.xtremely 
high,  rivaling  the  rates  reported  in  minority  populations  in  large  urban  settings 
in  other  states.  The  initial  response  to  dismiss  these  figures  as  a  result  ci  low 
numbers  or  other  reasons  unique  to  Montana  must  be  suppressed;  Niirth 
Dakota,  a  bordering  state  widi  many  similar  characteristics  including  weather, 
access,  and  population,  had  the  best  ranking  in  infant  mortality  among  die  50 
states  in  1986,  compared  to  Montana's  dismal  20di  ranking. 

The  MIAMI  legislation  (MC.\  50-19-301  to  323)  mandated  the  .MDHES  to 
conduct  an  Infant  Mortality  Review  (IMR).  Prior  to  die  mandate,  the  MDHES 
contracted  widi  Drs.  Fred  Reed  and  William  McBroom  of  die  University  of 
Montana  Center  for  Population  Research  to  conduct  research  on  the  infant 
mortality  issue.  Their  data  set  includes  over  84,000  birdi  certificates  for  die 
time  period  from  1980  dirough  1985  and  die  linked  birth-deadi  certitlcates  for 
diat  same  time  period.  Their  research  made  it  very  clear  diat  further  evaluation 
was  needed,  and  data  sources  beyond  the  birth  and  deadi  certitlcates  were  also 
needed. 

In  July  of  1990,  die  MDHES  began  infant  mortality  review  which  reflects  Dr. 
Sappentield's  detlnition  requiring  individual  case  review.  Three  counties, 
selected  because  of  dieir  size,  interest,  and  ability  to  fund  data  collectors,  have 
been  participating  on  a  voluntary  basis  in  data  gathering  during  a  6  mondi  pilot 
study  (July  1990  through  December  1990).  Although  urban  Native  American 
babies  are  included  in  the  current  study,  expansion  plans  need  to  include  Indian 
infant  mortality  in  all  settings. 


i 
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MEDICAID  CHANGES  FOR  PREGNANT  WOMEN 


In  1984,  17  percent  of  women  of  reproductive  age  lacked  insurance  to  pay  for 
prenatal  care  and  another  9  percent  had  only  Medicaid  coverage.  .  .  As  of 
1985.  the  United  States  had  made  virtually  no  progress  in  meeting  the  goals  set 
in  1980  by  the  Surgeon  General  for  (1)  reducing  the  percentage  of  babies  horn 
with  low  birth  weight  to  no  more  than  5  %  of  live  births  and  (2)  ensuring  that 
90%  of  pregnant  women  obtain  care  within  the  tirst  3  months  of  pregnancy. /l 
substantial  Medicaid  effort,  linked  with  ottier  programs,  can  help  to  erase  this 
country's  poor  performance  among  industrialized  nations  in  terms  nf  infant 
mortality.  The  effort  can  also  help  to  reduce  the  disgracefully  high  inrant  mortality 
rates  currently  found  among  minorities. 


Under  the  auspices  of  the  Governor's  Human  Services  Sub-Cabinet,  a 
subcommittee  on  Maternal  Child  Health  was  appointed.  Their  first  repon,  KIDS 
COUNT,  included  MCH  issues  and  initiatives,  along  with  recommendations. 
Expanding  medicaid  eligibility  for  pregnant  women  and  increasing  access  to 
providers  through  fee  improvements  are  among  the  issues  included: 

•  Increasing  the  eligibility  income  level  to  133%  of  the  federal  poverty 
level  (FPL)  was  implemented  on  April  1,  1990. 

»  Implementation  of  "presumptive  eligibility"  is  targeted  for  J.inuarv  1, 

1991. 

•  "Continuous  eligibility"  is  also  targeted  for  imnlementation  on  January 
1,  1991. 


DEFINITIONS: 

Presurptive  etigibility  -  allows 
qualified  proviaers  to  certify 
Medicaid  eligibility  ror  cregnant 
«omen  «nile  a  Tormai  aociication  ;s 
being  processed. 

ContincKXJS  eligibility  -  aUcws 
Medicaid  eligibility  to  r::ntinoe  in 
cases  where  the  orennant  .-rpan  »cjic 
no  longer  ce  eugiDle  ror  -inanciai 
assistance  based  on  a  change  in 
• "come. 


Statewide,  eligibility  staff  have  been  educated  about  the  importance  of 
early  prenatal  care  and  are  expediting  Medicaid  applications  for 
pregnant  women. 

Outstationing  eligibility  staff  has  been  determined  unfeasible  at  this 
time. 

Increasing  the  eligibility  income  level  to  185%  of  the  federal  poverty 
level  will  require  state  legislation. 

Reimbursement  for  delivery  services  has  been  increased  to  S756-S806, 
approximately  42%  of  usual  and  customary  charges. 


In  1988,  Montana  Medicaid  spent 
$4.2  million  (51%  of  the  total 
delivery  budget)  on  only  4%  of  the 
births.  A  majority  of  the  births 
were  low  birth  weight  which  could 
have  been  prevented  with  early, 
regular  prenatal  care. 


Medicaid  pays  an  averuiie  of  SI 9. -tS  for 
each  prenatal  msii.  Compare  that  cost  ro 
neonatal  intertsive  care  costs  of  $610  . 
$2000}-  per  day  I. 
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PUBLIC  EDUCATION  -  "BABY  YOUT^  BABY" 

One  of  the  answers  to  improved  infant  health  and  survival  is  the  development 
nf  a  multi-media  awareness  and  public  -education  campaiL^n  tnat  '.vill 
commumcate  w>di  expectant  motners.  The  "Baby  Your  Baby '  (B\  B)  campaign 
is  designed  to  educate  and  motivate  expectant  mothers  (and  those  who  care  about 
them.  I.e..  relatives,  triends,  parents  )  to  enroll  in  a  medical  support  program 
in  the  Urst  trimester  of  pregnancy. 

■Babv  Your  Babv"  is  directed  primariiv  to  high  risk  uomen.  Speciiic  target 
-roups  include  teenagers,  alcohol  and/or  drug  addicted  or  attected  women,  and 
luw  Mic;o-economic  groups,  inciuuing  th-»  homeless. 

M-inv  puhlic  and  private  oru'anizations  are  suoponing  the  BYB  camDaiszn  through 
tundin-  or  other  suppon.  .Ma|or  lunaers  nave  contnnutea  S/:^uO  or  more  to 
the  campaign  effort.  Sponsors  also  provide  funding  for  the  campaign. 
Cndorsini;  orizani/ations  support  the  concept  and  approaches  ot  the  campaign, 
and  recognize  the  importance  or  educating  the  public  about  tne  needs  ot  pregnant 
women. 

fTlem-jp.ts  >  if  the  statewide  campai^m  include,  but  are  not  limited  to  television  and 
radio  public  ser\'ice  advenising,  print  adveriising.  Diilboarus.  pusters.  video 
documentaries,  television  news  "^-^eries  and  insert  segments,  newspaper  tabloids, 
incentives  and  referrals.  A  toll  free  inrormation  line  il-SOO-421  MOMS)  has 
been  established  so  women  can  register  for  the  program.  Airing  ot  the 
television  and  radio  spots  will  begin  in  January  r.-)[. 

Public/Private  Partnership 

The  BABY  YOUR  BABY  campaign  is  a  public\private  partnership.  Tlie  cost 
of  the  campaign  is  being  underwritten  by  sponsors  from  both  the  public  and 
private  sectors. 

Securing  funding  and  developing  contracts  for  service  have  occupied  a  rnajor 
portion  of  the  past  year.  ,'\  contract  has  been  developed  between  MDHES  and 
Healthy  Mothers,  Healthy  Babies  for  conducting  the  education  campaign,  in 
response  to  a  Request  for  Qualifications  issued  by  .MDHES.  Other  contracts  and 
agreements  permit  Medicaid  match  of  state  general  funds  and  all  private  sector 
donated  funds.  HMHB  purchased  program  rights  from  the  Utah  Department  of 
Health  and  KUTV  in  Salt  Lake  City,  established  KTGF  in  Great  Falls  as  the 
program  originator  and  network  anchor  in  .Montana,  and  has  retained  a  technical 
advisor,  a  public  relations  firm  and  a  production  company. 

Brochures  about  health  services,  child  care,  pregnancy  care  and  social  service 
programs  make  up  an  information  packet  which  will  be  mailed  to  women  who 
register  in  the  BABY  YOUR  BABY  program.  Incentives  designed  to  attract 
expectant  mothers  into  the  program  have  been  t'leld  tested.  The  registration  also 
serves  as  a  referral  and  tracking  system. 

Community  forums  held  in  17  Montana  cities  in  November  and  December  ot 
1990  informed  health  care,  social  services  and  other  community  professionals 
about  the  program,  and  even  more  imponant,  assisted  communities  in  developing 
local  activities  and  referral  services  for  the  BYB  campaign. 

Careful  evaluation  of  the  project  will  be  done  so  that  the  findings  can  be  utilized 
by  MDHES,  MDSRS,  HMHB  and  others. 


3YB  Major  Funden 

a  Blue  Crois  and  Blue  Shield  of 

'.loiuana 
a  Heaithy  Mothers.  llearJiy  Babies 

—  Hie  Montana  Coiiiaun 
«  5/.  Peter's  Coiumuiiuy  Hospuai, 

Helena 

■  Stale  of  Montana 

'^  n-'"arr':'ei'.t   Tf  F::n'.-' 
Services 

aDepantnent  uf  Health  and 
i^nvirorunenial  Sciences 
.  .iniuy.  MCH  Burtiiii 
Fennaiai  froeratn 
'■'■'IC  l'rn(;rain 
linmunLUUioii  Hrotram 
•  Department  of  Social  and 
ReliaodilMion  Services 

Oiild  Suppon  Enrorcement 

bureau 
Medicaid  Diviuon 
Deveioirnentai  DisaDiUties 
Division 

HYB  Sponsors 

■  I'hddren's  Trust  Fund 
J  ur.  ..conara  i\auiniun 
«  Kiwiinis  of  Helena 

'    \larcn  <u'  Diine^.    \lor.t:;ui  i'.'.j 
Sky  Ciuiuter  | 

■  Montana  Medical  Genetics  Froi^rniJf 

'hoiuiir  '.lo^-jiial 
«  Montana  Area  Health  Education 

Center 
a   riie  Doctors'  Company 


SYS  Endorsing  Or^aruzmions 

■  Load  lieidlli  departments 

■  Local  HMHB  coalitions 

■  Montana  Academy  of  Family 
Physicuins 

■  .\fontana  Academy  of  Pediatrics 

■  Montana  CliUdren's  Alliance 

■  Montana  Hospital  Association 

■  Montana  CouncU  for  Maternal 

Child  Heidth 
*  Montana  Medical  Association 

■  .\toniana  Medical  Auxdlary 

■  Montana  Surses'  Association 

■  Montana  Section  -  American 
College  of  Obuetnclans  and 
Civnecoln^lsts 

■  Montana  Section  of  Surses 

Association  of  the  American 
College  of  Obstetricians  and 
Gynecoloi(ists 

■  Montana  State  Governor's  Office 

Date  of  report  release:       12/90 
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RECOMMElNfDATIONS  OF  TTIE  MTAMi  ADVISORY  rOlJNCTL 

1.  Elxtend  the  sunset  on  MI/VMI  legislation  to  June  iO,  1993. 

2.  Oeiite  a  state  center  for  health  statistics,  which  will  facilitate  the  retrieval  of  information 
needed  to  guide  health  provision  and  planning. 

3.  Deveiop  a  rural  health  planning  commLssion.  which  will  orovide  support  and  aiasultation 
lo  rural  health  practitioners,  as  well  as  guide  state  planning  for  ruraJ  health  provision. 

4.  Encourage  policy  changes  which  will  improve  health  care  of  infants  and  pregnant  women 
through  tort  reform. 

5.  Support  the  Montana  Medical  Genetics  program. 

6.  Support  tiie  nuhlic  vaccine  program  so  that  no  ciiiid  will  be  denied  vaccine  and  potentiiiily 
pass  preventaJ)le  illnesses  on  to  women  and/or  their  fetuses. 

7.  Facilitate  the  creation  of  a  central  reiiistry  and  tracking  system  for  infants  who  have  a  high 
risk  of  experiencing  developmental  delay. 

LOW  RIRTIT  WEIGHT  PRKVENTtON 

_j;irii::;iHM;e  .r,LTt.n.sLa  ciiia  iiuids  ;iv    idditiimai  I'tindinL'   tn  i^.l'  evisliii'j  ^fM.M  i  "1  tow  jiirth 
\vei;;ht  prevention  proitiLs. 

9.  Contingent  on  adequate  fundini,'  of  LAistin-,'  projecLs.  fund  an  additional  nine  (9)  Unv  hirin  '\ii.;!it 
prevention  project  sites. 

10.  Facilitate  the  role  of  mid-level  iiealth  care  providers  in  Montana. 

11.  Collaborate  Nvith  Indian  Health  Services,   tribal  l»ealth  and  urban   Indian  tcnurs   to  iinpro\e 
coordination  of  services  to  Native  Americans. 

12.  Facilitate  home  visits  for  all  hii;h  risk  and/or  llrst  time  nioiliers. 

13.  Increase  referrals  of  Low  Birth  '.Veij;ht  IVuvuiuion  iVc'jcci  eliciib,  to  locil  laiiiil\  planiiniii  mimics 
and  other  applicable  services. 

INFANT  MORTALITY  REVIEW 

14.  Expand   infant  mortality  review   to   additional  sites,   including   more   locations  where   Native 
American  populations  may  be  accessed. 

15.  Fund  expansion  of  the  review  process  to  include  low  birth  wei^jht  births,  to  allow  examination  of 
causes  of  inlant  morbidity. 

MEUICAID  CMANCF^  FOR  PREGNANT  WOMEN 

16.  Expand  Medicaid  eliyibility  coverajje  for  pregnant  women  and  children  up  to  aye  six  to  185 
percent  of  the  federal  poverty  level. 

17.  Increase  reimbursement  for  prenatal  and  delivery  services  to  90'!)  of  actual  Ice. 

18.  Implement  a  tarjjeted  case  management  system  for  hiyh  risk  pregnant  women. 

19.  Maintain  presumptive  and  continuous  eligibility  as  a  Medicaid  priority. 

20.  Support  low  cost  health  insurance  packages  which  include  maternity  and  well-child  services. 

PURLIC  EDUCATION 

21.  Promote  public  education  of  perinatal  issues  through  the  media,  especially  in  the  fonn  of  the  Daby 
Your  Baby  campaign. 
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III.  LONG  TERM  CARE 

Few  articles  are  as  to  the  point  as  the  following  article:  Myths 
and  Realities,  Why  Most  of  What  Everybody  Knows  About  Long  Term 
Care  is  Wrong.  The  article  is  provided  in  its  entirety  because  it 
is  an  important  opening  portion  of  this  section.  It  provides  solid 
information  to  the  reader,  whether  they  be  a  professional  or  lay 
person. 
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Myths  &  Realities 


Why  Most  of  What  Everybody  Knows  about 
Long-Term  Care  Is  Wrong 

Joshua  M.  Wiener  and  Katherine  M.  Hams 


T: 


he  place  of  long-term  care  on  the  national  policy 
agenda  has  risen  dramatically  in  recent  years. 
Over  the  past  year,  Nnvsivcek  devoted  a  cover 
story  to  Alzheimer's  disease,  the  New  York  Times  ran  a 
four-part  story  on  long-term  care,  and  Walter  Cronkite 
narrated  a  special  program  on  financing  issues. 
Several  key  members  of  Congress  in  both  houses  have 
introduced  legislation  to  overhaul  the  financing  of 
long-term  care.  And  long-term  care  is  receiving  equal 
billing  with  hospital  and  physician  care  in  major 
reviews  of  health  policy  by  the  U.S.  Bipartisan 
Commission  for  Comprehensive  Health  Care  (the 
Pepper  Commission),  the  White  House  Domestic 
Policy  Council,  and  the  Social  Security  Advisory  Council. 
As  policymakers  have  hurriedly  educated  them- 
selves about  chronic  disability,  nursing  homes,  and 
home  care,  a  body  of  conventional  wisdom  about  long- 
term  care  has  developed.  Unfortunately,  much  of  it  is 
simply  wrong.  Of  the  many  unfounded  notions  about 
long-term  care  currently  in  circulation,  eight  myths  are 
especially  prevalent. 


Jofliiin  M.  Wiener  i<  a  senior  fellow  w  llie  Economic  Sliulies  yro- 
};ram  at  the  Brookin^^s  Institution,  leiiere  he  hiif  conducted  exten- 
sive research  on  h>ns;-term  am:  He  /s  the  coauthor,  with  Alice 
Rii'lin.  of  Canns  for  the  Disnbled  Elderly  VVlu)  Will  Pay' 
(Brookings.  19S8).  Knthenne  M.  Harris,  who  recenlh,  received  a 
master's  de^^ree  in  economics  from  the  University  of  Miclii^an  is  a 
research  assistant  m  the  Economic  Studies  program  at  brookin^;s. 

The  Brookiiip  RiTirw    Fall  1990 
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YTH  1:  The  Long-Term  Care  Issue 
Affects  Only  the  Elderly 


It  is  true  that  long-term  care  disproportionately  con- 
cerns people  aged  65  and  over.  But  great  numbers  of 
people  under  65  are  also  affected,  both  as  the  chronically 
disabled  and  as  caregivers. 

First,  not  all  disabled  people  are  old.  At  least  a  quar- 
ter of  all  adults  who  have  trouble  performing  such  basic 
personal  tasks  as  eating,  bathing,  and  dressing  are  un- 
der age  65.  Broader  definitions  of  disability  that  include 
such  tasks  as  doing  housework,  shopping,  and  manag- 
ing money  increase  the  figure  to  46  percent.  Although 
disability  is  much  more  prevalent  among  the  over-65 
population,  there  are  many  more  people  under  the  age 
of  65  than  over.  So  even  a  low  disability  rate  among 
those  under  65  produces  a  significant  number  of 
nonelderiy  disabled. 

Despite  their  numbers,  we  know  little  about  the  ch.ir- 
acteristics  and  service  needs  of  disabled  people  under 
age  65.  We  do  know  that  they  tend  to  make  less  use  of 
paid  services,  such  as  home  care  and  nursing  home  care, 
than  do  the  elderly.  But  we  don't  know  why. 

Second,  long-term  care  issues  affect  not  only  disabled 
Americans  themselves,  but  also  their  families.  When  ag- 
ing parents  require  care,  it  is  usually  their  children  who 
are  called  upon  to  provide  it.  Almost  two-thirds  of  un- 
paid caregivers  to  the  disabled  elderly  are  under  65. 
And  coping  with  a  disabled  elderly  relative  is  becoming 
an  increasmgly  common  experience,  largely  because 
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people  .ire  lu'ini;  longer.  In  a  nntion.il  ^urvev  oi  voters  of 
.ill  .ii;cs,  47  percent  nhJ  that  sonioone  in  their  t.inuly  had 
alreaJv  needed  loni;-term  care. 

Ik'cniisc  loni;-tcrni  eare  is  an  important  tamilv  insul- 
.ind  not  )ust  a  narrow  mterost  ot  the  eldcrlv,  public  i>pin- 
lon  polls  ruvu-al  little  evidence  ot  tension  bctxveen  vouni; 
and  old  about  devotini;  resources  to  lon^-torm  care. 
Public  opinion  surveys,  includinj;  those  by  the  Daniel 
\ankelovich  Group,  consistently  find  that  younger  age 
groups  support  public  spending  for  long-term  care  as 
much  as,  it  not  more  than,  older  groups  do.  The  consen- 
sus holds  tirm  even  when  it  comes  to  paying  ndditionni 

taxes. 

Because  long-term  care  is  an  issue  involving  the  dis- 
abled of  all  ages  and  their  relatives,  equitv  would  de- 
mand that  the  under-ti3  group  be  included  m  any  future 
public  program.  Except  to  hold  down  costs,  there  is  no 
good  reason  to  limit  initiatives  to  the  elderly.  Still,  more 
research  into  how  to  serve  the  younger  disabled  popu- 
lation and  how  to  support  caregivers  meaningfully  is 
crucial  to  an  effective  and  affordable  program. 

MYTH  2;  In  the  Good  Old  D.\ys  Families 
Took  Care  of  Their  Elderly  Pare.nts 

AT   HO.ME,   BUT   NOW   FAMILIES  JUST    DUMP 

Disabled  Relati\'es  into  Nursing  Homes 

The  second  myth  laments  the  collapse  of  the  extended 
family  and  the  selfishness  of  the  current  generation.  The 
rea'ity  is  that  disability  rates  increase  rapidly  with  age. 
In  the  good  old  davs,  elderly  relatives  rarely  lived  long 
enough  to  develop  chronic  disabilities.  The  quadrupling 
of  the  number  of  elderly  people  in  institutions  between 
1950  and  1980  was  due  not  to  families  abandoning  dis- 
abled relatives,  but  to  falling  death  rates.  More  than 
two-thirds  of  the  increase  can  be  explained  solely  by  the 
jumps  in  the  absolute  number  of  older  Americans  and 
the  disproportionate  growth  in  the  population  aged  75 
and  older,  who  have  the  greatest  long-term  care  needs. 
One  sign  that  families  are  not  abandoning  their  disabled 
r-..itives  is  that  nursing  home  use  rates  actually  fella  lit- 
tle between  1977  and  1985. 

in  fact,  most  disabled  elderly  Americans  continue  to 
live  in  their  communities,  assisted  by  their  relatives.  In 
19S2,  for  instance,  only  about  21  percent  of  the  disabled 
elderly  were  in  nursing  homes.  Of  those  who  were  not 
in  nursing  homes,  nearly  90  percent  received  unpaid 
support,  mostly  from  wives,  daughters,  and  daughters- 
in-law.  American  families  devote  enormous  time  and 
energy  to  the  care  of  disabled  relatives.  The  costs  are 
emotional  and  physical  as  well  as  financial.  One  study 
estimated  that  27  million  unpaid,  informal  care  visits 
were  made  each  week  in  1980  by  family  and  friends. 

Without  unpaid  family  caregivers,  public  spending 
on  long-term  care  would  far  exceed  current  levels.  Pre- 
dictably, policymakers  are  examining  ways  to  increase 
unpaid  care.  They  arc  unlikely  to  be  successful,  simply 
because  families  are  already  doing  so  much. 


M,    I  II     1:     ll      l'\l!>    1  fl'MI     G  \KI      I- 
I'K.A  ini  i.,  I-  will  II  -^  \\  IN    siiT  I'um  ii)i\u 

L  \r  MM  CM-i  ^ 

The  tear  that  a  government  program  ot  paid  liomecare 
will  reduce  unpaid  tamilv  care  lias  paralv/ed  ettorts  to 
reform  the  long-term  care  delivery  system.  Policymai^- 
ers  do  not  want  to  pay  for  what  is  already  provided  at 
no  cost  ti>  taxpayers. 

Yet  most  studies  suggest  that  when  the  disabled  el- 
derly receive  paid  home  care,  such  as  adult  dav  care, 
skilled  nursing  services,  personal  care,  and  homemakcr 
services,  the  unpaid  care  given  by  family  members  docs 
not  change  significantly  According  to  William  Weissert 
of  the  University  ot  Michigan,  of  53  tindings  in  studies 
of  the  effect  of  paid  home  care  on  informal  care,  41  were 
not  statistically  significant,  7  suggested  a  significant  in- 
crease in  unpaid  support,  only  4  suggested  a  significant 
decrease,  and  1  was  indeterminate. 

A  few  of  these  studies  are  especially  notable.  An  eval- 
uation of  a  federally  funded  project,  the  Channeling 
Demonstration,  found  that  providing  a  rich  package  of 
services  caused  only  a  small  reduction  in  the  percentage 
of  disabled  elderly  receiving  any  informal  care.  It  caused 
no  significant  change  in  visits  per  week  from  informal 
caregivers  or  in  hours  per  day  of  care  by  the  pnman,'  un- 
paid caregiver.  A  few  types  of  help,  principally  home- 
maker  services,  had  small  but  significant  reductions, 
more  by  nonfamilv  than  family  caregivers.  Another 
study,  of  California's  Multipurpose  Senior  Ser\-ices  Pro| 
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ject,  found  a  smnll  roduction  in  intormdl  core:  for  people 
livinj;  with  otiiers,  a  10  percent  increase  in  paid  care  led 
to  a  1 .2  percent  decrease  ni  intornial  care.  The  ettect  was 
smaller  tor  an  elderlv  person  livinj;  with  a  child  or  with 
a  sibling  nearbv.  Recent  studies  ot  tlie  Minnesota  I're-Ad- 
mission  Screening-Alternative  Care  Grants  Program  and 
the  Chicago  Five  Hospital  Trograni  found  that  informal 
caregivers  did  not  reduce  support  following  the  intro- 
duction of  paid  home  care  services.  Finally,  an  analysis  of 
the  National  Long-Term  Care  Survey  by  Raymond  Han- 
lev  and  Joshua  Wiener  of  Brookings  found  no  significant 
substitution  effects  between  paid  and  unpaid  care. 

To  be  sure,  these  findings  measure  mostly  local, 
short-run  experience  rather  than  long-run  responses  to 
a  national  public  or  private  insurance  entitlement.  Even 
so,  theV  sharplv  contradict  the  expectation  that  informal 
care  will  collapse  if  paid  home  care  is  available.  The  im- 
plications are  twofold.  First,  policymakers  can  probably 
expand  paid  home  care  without  triggering  an  explosion 
of  costs  due  to  cutbacks  of  unpaid  care.  (Costs  may  still 
be  high,  but  for  other  reasons.)  Second,  policymakers 
should  not  create  a  paid  home  care  program  with  the  ex- 
pectation that  it  will  dramatically  reduce  the  burden  on 
caregivers.  Families  and  friends  will  continue  to  provide 
almost  as  much  care  as  they  would  have  without  paid 
services.  What  paid  home  care  can  do  is  give  caregivers 
a  needed  respite  and  allow  them  to  arrange  their  hours 
and  tasks  more  efficiently.  Families  will  welcome  the  re- 
lief, but  their  burdens  will  remain  great. 

MYTH  4:  Very  Few  People  Ever  Use 
Nursing  Ho.mes,  but  Those  Who  Do 
Spend  a  Long  Time  There 

Admission  to  a  nursing  home  is,  in  fact,  quite  common. 
The  lifetime  risk  at  age  65  of  spending  some  time  in  a 
nursing  home  is  between  35  percent  and  49  percent.  But 
the  stay  may  not  be  long-term:  the  Hfetime  risk  at  age  65 
of  spending  more  than  one  year  in  a  nursing  home  is 
only  about  22  percent. 

Although  many  people  justifiably  fear  the  expense  of 
a  very  long  stay  in  a  nursing  home,  relatively  short  stays 
are  quite  common.  Estimates  are  that  between  46  percent 
and  64  percent  of  nursing  home  stays  are  less  than  a  vear, 
and  that  between  26  percent  and  45  percent  are  less  than 
three  months.  The  paradox  is  that,  while  long-stay  pa- 
tients are  relati\'ely  few  in  number,  they  account  for  a 
huge  proportion  of  nursing  home  patient-days.  For  ex- 
ample, according  to  Wiener  and  his  former  Brookings  col- 
league Denise  Spence,  nursing  home  patients  who  stay 
longer  than  three  years  account  for  only  about  20  percent 
of  admissions  but  70  percent  of  total  patient-davs. 

Nonetheless,  a  nursing  home  stay,  however  brief,  can 
be  financially  burdensome.  A  short  stay  in  a  nursing 
home  will  generate  out-of-pocket  costs  that  would  be 
considered  catastrophic  if  they  were  hospital  or  physi- 
cian costs.  A  75-day  stay  in  a  nursing  home,  for  exam- 
ple, will  cost  more  than  the  average  hospital  bill  of 
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$6,700  for  treatment  of  pneumonia.  For  the  50  percent  of 
short-stay  patients  who  recover  and  return  home,  a  rel- 
atively short  nursing  home  stay  can  mean  a  lower  in- 
come and  fewer  assets  to  pay  for  other  emergencies. 

An  accurate  picture  of  the  risk  of  needing  long-term 
care  is  crucial  in  assessing  trade-offs  in  the  design  of  in- 
surance policies  for  long-term  care.  Proposals,  like  those 
advanced  by  the  Pepper  Commission,  that  cover  only 
short  nursing  home  stays  will  completely  cover  many 
admissions  but  only  a  small  percentage  of  total  nursing 
home  patient-days.  Thus,  public  costs  will  be  relatively 
small.  Conversely,  social  insurance  proposals,  such  as 
Senator  George  Mitchell's,  that  cover  only  very  long 
stays  will  cover  few  patients  but  a  large  percentage  of 
nursing  home  patient-days.  Thus,  public  costs  will  be 
relatively  large. 

MYTH  5:  Home  Care  Can  Reduce  Lonc- 
TiRM  Care  Expenditure  uy  Substituting 
i-OR  Expensive  Nursing  Home  Care 

Supporters  of  publicly  funded  home  care  often  argue 
that  these  services  will  substitute  for  expensive  nursing 
home  care  and  thus  actually  reduce  public  long-term 
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care  oxpi'iuiiturcv  lUit  IV'trr  Kcmpor,  of  tlu'  A^oncv  tor 
IlLMlth  C.irr  I'oluA  ,iiul  Rcsc.irLii,  .iiul  other-  havi' 
shown  that  m  ,iL-nu>nstr,ui.'n  proirU-  I'nat  otlcrrJ  e\- 
nanJfd  home  care,  total  costs  rose  rather  than  Jeenned,  , 
and  nursuK  home  use  tell  o„lv  slmhilv.  I  or  example,  m 
the  Channelnm  Demonstration.  pn.Mdinv;  a  wide  ranue 
of  h(MTie  care  services  pushed  up  health  and  lom;-term 
care  costs  about  IS  percent. 

Older  people's  aversion  to  nursim;  lu>mes  explains 
this  increase.  Given  a  choice  between  nursing  home  care 
and  nothing,  manv  elderlv  people  will  choose  nothing. 
But  when  the  choice  is  expanded  to  include  home  care, 
many  will  choose  hiime  care.  Thus,  the  costs  associated 
with  large  increases  m  home  care  more  than  oitset  small 
reductions  in  nursing  home  use. 

Expected  cost  saving  is,  therefore,  not  a  valid  reason 
to  expand  home  care.  Various  strategies,  however,  mav 
be  able  to  limit  a  home  care  program's  mcrcmental 
cost.  Among  them  are  targeting  services  to  the  most 
severely  disabled,  making  reduction  ot  hospital  admis- 
sions a  priontv,  exploiting  technological  "fixes'  (such 
as  automatic  alarm  systems),  and  aggressively  moni- 
toring use  levels. 

Still,  there  are  reasons  other  than  cost  saving  to  sup- 
port a  paid  home  care  program.  A  home  care  program 
would  improve  the  qualitv  of  life  bv  addressing  an  un- 
met need  of  the  elderlv  and  would  provide  the  tvpe  of 
care  that  thcv  overwhelmingly  want. 

MYTH  6:  Most  N'ursixc  Home  P.atiests 
P..\v  Privately  .at  Admission,  but  Are 
VVelf.-\re  RECinE\TS  .AT  Discharge 

Probably  the  most  widespread  long-term  care  m\'th  is 
that  most  people  enter  a  nursing  home  as  indepen- 
dent, private-pay  patients,  then,  impoverished  by  the 
costs',  turn  to  Medicaid,  the  federal-state  health  pro- 
gram for  the  poor,  to  pay  for  their  care.  Depleting 
one's  income  and  assets  down  to  Medicaid  financial 
eligibility  levels  is  known  as  "spending  down."  Given 
that  the  cost  of  a  vear  in  a  nursing  home  often  exceeds 
530,000,  it  is  hard  to  see  how  it  could  be  otherwise. 
Nonetheless,  recent  studies  consistently  show  that 
only  a  modest  number  of  nursing  home  patients 
spend  down  to  Medicaid.  Conversely,  many  more 
patients  arc  eligible  for  Medicaid  at  admission  than 

previously  thought. 

While  one  simulation  study  of  elderly  Massachusetts 

residents  suggests  that  46  percent  of  those  aged  75  and 
over  living  alone  in  the  community  would  become  eli- 
gible for  Medicaid  after  only  13  weeks  in  a  nursing 
home,  no  study  of  actual  spend-down  behavior  has 
found  an  equivalent  drain  on  resources.  Many  nursing 
home  patients  have  relatively  few  resources  to  begin 
with  For  example,  a  study  using  Michigan  Medicaid 
claims  data  found  that  oniv  a  quarter  of  1984  nursing 
home  patients  originally  entered  as  private-pay  pa- 
tients. A  Connecticut  study,  which  linked  multiple  nurs- 
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ing  home  stays,  found  that  21  percent  of  private-pay 
nursing  home  patients  spent  down  at  some  timedurmg 
their  stav  and  that  38  percent  of  Medicaid  nursmg  home 
)  patients  were  private-pay  at  admission.  Because  thev 
tend  to  have  long  lengths  of  stav,  spend-down  patients 
accounted  for  a  somewhat  higher  percentage  of  Medi- 
caid patient-davs. 

In  a  third  study,  using  the  National  Nursing  Home 
Survey,  Spence  and  Wiener  found  that  only  about 
10  percent  of  private-pay  nursing  home  patients 
spend  down  to  Medicaid  durmg  a  single  stay.  Even 
with  adjustments   for  multiple  stays,  Spence  and 
Wiener  estimate  that  the  proportion  of  private-pay 
patients  who  spend  down  to  Medicaid  eligibility  is  in 
the  range  of  15-25  percent.   By  contrast,  fully  35 
percent  of  patients  were  eligible  for  Medicaid  at  ad- 
mission. A  substantial  portion  of  the  latter  group 
probably  would  have  had  too  much  income  to  qualify 
for  Medicaid  had  they  continued  to  live  in  the  com- 
munity. However,  the  high  cost  of  nursing  home  care 
made  them  immediately  eligible  for  Medicaid  upon 
entry  to  the  nursing  home. 

There  are  several  other  explanations  for  the  modest 
spend-down  rate.  First,  as  noted  earlier,  many  nursing 
home  stays  are  relatively  short.  Thus,  at  an  average 
cost  of  S80  a  day,  the  total  cost  of  a  three-month  stay  is 
57,200, -an  amount  that  is  sizable  but  manageable  fo'r" 
many  elderly  people.  By  contrast,  two-thirds  of  the  pa- 
rents who  stay  more  than  three  years  depend  in  part 
n  Medicaid  to  help  pay  for  their  care.  Even  among 
this  group,  however,  just  20  percent  spend  down;  most 
are  eligible  for  Medicaid  at  admission.  Second,  pri- 
vate-pay patients  may  avoid  relying  on  welfare  by 
selling  their  assets,  including  their  houses,  and  by  ac- 
cepting money  from  relatives  for  their  care.  Although 
they  may  deplete  their  assets,  they  may  never  end  up 
on  Medicaid. 

These  research  findings  highlight  the  trade-offs  be- 
tween goals  against  which  proposals  for  long-term  care 
must  be  evaluated.  One  goal  is  to  prevent  the  elderly 
from  having  to  spend  all  their  life  savings  on  nursing 
home  or  extensive  home  care.  Even  if  patients  do  not 
end  up  on  Medicaid,  nursing  home  care  still  imposes  a 
substantial  financial  burden  that  can  financially  cripple 
them  and  their  relatives.  This  goal  is  most  important  to 
the  middle  and  upper-middle  classes,  who  have 
significant  assets  to  protect. 

A  second  goal  is  to  prevent  older  people  from  having 
to  depend  on  welfare  in  the  form  of  Medicaid  Public 
charity  always  carries  some  stigma,  and  efforts  to  re- 
duce taxpayer  costs  are  likely  to  perpetuate  a  two-class 
system  with  inferior  status  for  Medicaid  patients  Since 
most  Medicaid  patients  in  nursing  homes  are  eligible  at 
admission,  focusing  on  the  spend-down  group  ignores 
^large  majority  of  Medicaid  patients,  who  are  pre 
IPmably  in  the  middle  class  or  below,  with  few  ass'^s 
Keeping  this  group  off  welfare  deserves  greater  public 
policy  attention  than  it  has  received  to  date.         ^ 

The  Brookings  Rn'u-w     Fall  1 990 


M>T[i  7:  I'KivATi:  Lo.\(,-Ti:K\i  Caki: 
l\'SUKANci;  Ca\  Sdiai;  thi:  Pkodi.lm  oi- 
Lo\g-Tkrm  Caki;  Financing 

Over  the  past  few  years  the  market  for  private  long- 
term  care  insurance  has  grown  rapidly,  leading  some 
policymakers  to  promote  private  insurance  as  the  best 
way  to  finance  protection  against  the  catastrophic  costs 
of  long-term  care  at  a  time  of  government  austerity.  The 
reality  IS  that  only  about  3  percent  of  the  elderly  cur- 
rently have  long-term  care  insurance.  Even  under  opti- 
mistic assumptions  about  the  future  growth  of  the  mar- 
ket, private  insurance  cannot  do  the  whole  job 

Studies  done  at  Brookings,  the  Employee  Benefit  Re- 
search Institute,  Families  USA,  and  the  Urban  Institute 
all  conclude  that  only  a  minority  of  the  elderly  can  af- 
ford private  long-term  care  insurance.  Other  studies 
have  found  that  a  higher  percentage  of  the  elderly  can 
afford  private  insurance,  but  they  have  done  so  only  by 
assuming  that  the  policies  were  for  limited  coverage,  by 
assuming  that  the  elderly  would  use  their  assets  as  well 
as  income  to  pay  the  premiums,  or  by  excluding  a  large 


By  the  year  2000 

virtually  all  the  parents 

of  the  baby  boom  generation  will 

be  elderly;  thus  baby 

boomers  will  have  to  face 

long-term  care 

as  a  real-life,  intensely  personal 

problem,  no  longer 

just  something  to  read  about 

in  Newsweek. 
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piTiontni;!.-  ot  the  (.-IdcrK-  trom  the  piml  iit  people  who 
mii;iit  be  interested  in  pureh.isinv;  insur.inee. 

Althou,i;h  there  is  room  tor  subst.mtuil  i;routh  in  pri- 
wite  insurance,  preelections  iisini;  the  lirookin^s-lCt- 
Loni;-Terni  Care  1-inoneini;  Model  su^j;est  that  only 
limited  segments  ot  the  population  will  be  co\-ered  by 
the  private  sector,  liv  20 IS  insurance  sold  to  those  h3 
and  older  mav  be  affordable  to  23-54  percent  ot  the  el- 
dorlv,  mav  tinance  7-17  percent  of  total  nursing  home 
expenditures,  and  mav  reduce  Medicaid  expenditures 
and  the  number  ot  Medicaid  nursing  home  patients  by 
1-16  percent. 

Whv  will  private  insurance  liave  a  modest  role  in 
tinancini;  nursini;  home  and  home  care?  First,  as  alreadv 
noted,  priwite  insurance  is  so  expensive  that  most  older 
people  cannot  afford  it.  The  Health  Insurance  Associa- 
tion of  America  reports  that  the  average  annual  pre- 
mium for  the  13  best-selling  policies  with  intlation  pro- 
tection is  51,395  if  purchased  at  age  65,  rising  to  54,199 
if  purchased  at  age  79. 

Second,  although  coverage  has  been  improved  sub- 
stantially over  the  past  few  years,  financial  protection  is 
still  limited.  For  example,  benefits  are  rarely  fully  in- 
dexed for  intlation,  home  care  is  highly  restricted,  and 
policies  usually  do  not  co\er  very  long  nursing  home 
stays  or  home  care  episodes. 

Third,  insurers  are  worried  because  the  long  inter\'al 
between  initial  purchase  and  ultimate  use  of  nursing 
home  and  home  care  involves  great  uncertainty  and 
financial  risk.  A  policy  bought  by  a  woman  at  age  63 
may  not  be  used  until  she  is  85,  a  full  20  years  later.  Dur- 
ing those  20  years,  unforeseen  changes  in  disability  or 
mortality  rates,  nursing  home  and  home  care  utilization 
patterns,  intlation  in  service  costs,  or  the  rate  of  return 
on  financial  reserves  can  dramatically  transform  a 
profitable  policy  into  an  unprofitable  one.  Such  uncer- 
tainty will  likely  lead  insurers  to  limit  the  number  of 
policies  they  sell. 

While  private  long-term  care  insurance  can  and 
should  play  a  much  larger  role  than  it  does  now,  it  is 
not  a  panacea.  Private  insurance  will  not  prevent  pub- 
lic expenditure  for  long-term  care  from  increasing  sub- 
stantially over  the  next  30  years,  nor  will  it  provide 
financial  protection  for  the  great  majority  of  elderly. 
Expansions  of  public  programs  or  very  deep  subsidies 
for  the  purchase  of  private  insurance  are  needed  to 
protect  the  elderly  against  the  catastrophic  costs  of 
long-term  care. 

MYTH  8:  The  Unitld  States  Is  the  Only 
DlA'ELOl'CD  COUX'TKY   UESIDES  SoUTH 

Africa  That  Fails  to  Provide  Lo.\g-Term 
Care  on  a  Social  Insurance  Basis 

In  an  effort  to  shame  Americans  into  action,  advocates 
of  reform  sometimes  charge  that  the  long-term  care 
financing  system  in  the  United  States  lags  far  behind 
those  in  the  rest  of  the  world.  While  it  is  true  that  South 


Africa  and  the  Lnitei.i  states  are  the  onl\-  de\eloped 
countries  without  nation. il  health  insurance  or  a  na- 
tional health  service,  these  programs  principalK'  cover 
acute  care  hospital  aiui  pinsiciaii  services  rather  than 
long-term  care.  There  is,  m  fact,  a  great  deal  ot  i.inersit\- 
in  the  wav  ciiuntries  pnnide  long-term  care. 

In  Germanv  and  S\s'it/erland,  long-term  care  is  deli\'- 
ered  through  a  means-tested  welfare  program.  The  le\ei 
ot  impc)verishment  reiiuired  tor  eligibility,  howe\'er,  is 
usually  less  severe  than  it  is  in  the  United  States.  In 
France  and  Belgium,  the  social  insurance  program  cov- 
ers only  the  medical  component  ot  long-term  care.  The 
Netherlands  and  some  provinces  of  Canada  provide  rel- 
atively comprehensne  long-term  care  programs  on  a 
nonwelfare  basis,  although  thev  require  a  fairly  substan- 
tial level  of  cost  sharing.  Both  countries,  however,  pro- 
\ide  their  uni\'ersal  entitlement  m  the  context  of  a  fixed 
appropriation  rather  than  an  open-ended  tinancing  pro- 
gram like  Medicaid  and  Medicare.  Japan  has  virtually 
no  nursing  homes  or  paid  home  care.  Instead,  nursing 
home  patients  tend  to  back  up  in  acute  care  hospitals. 
(One  financing  characteristic  that  all  these  countries  do 
share  is  the  small  role  played  by  priwite  long-term  care 
insurance.) 

While  the  U.S.  system  is  bv  no  means  exemplary,  it  is 
not  so  different  from  those  of  other  countries  as  to  be 
bevond  the  pale.  As  we  look  for  wavs  to  retorm  the 
tinancing  of  long-term  care  in  tiie  United  States,  the 
experience  of  Canada  offers  some  support  to  those  who 
argue  that  long-term  care  can  be  provided  on  a  uni- 
versal, social  insurance  basis  without  expenditures 
skyrocketing. 
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ONCLUSION 


As  policymakers  grope  for  solutions,  it  is  essential  that 
they  have  a  realistic  picture  of  the  problems  of  long-term 
care.  To  a  large  extent,  the  conventional  view  of  long- 
term  care  is  at  odds  with  the  research  literature.  While 
some  of  the  prevailing  myths  lend  support  to  desirable 
initiatives,  policy  prescriptions  based  on  inaccurate  as- 
sumptions are  likely  to  be  ineffective  and  inefficient. 
Myths  deflect  attention  from  the  real  problems  of  pro- 
viding and  paying  for  care  of  the  disabled. 

Accurately  defining  the  problems  and  realistically 
evaluating  options  is  all  the  more  critical  because  the  is- 
sue of  long-term  care  is  likelv  to  become  increasingly 
prominent  o\'er  the  next  10  years.  For  one  thing,  the 
population  aged  75  and  older  —  the  oldest  old  —  will 
grow  25  percent  by  the  year  2000.  Even  more  important, 
virtually  all  the  parents  ot  the  baby  boom  generation 
will  be  elderly;  thus  baby  boomers  will  have  to  face 
long-term  care  as  a  real-life,  intensely  personal  problem, 
no  longer  just  something  to  read  about  in  Ncic^UYck.  The^ 
combination  of  the  elderly  and  their  adult  children  will' 
make  long-term  care  a  political  issue  that  neither  the 
president  nor  Congress  can  ignore.  . 
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III.  LONG  TERM  CARE 

One  of  the  most  significant  issues  facing  Montanans  in  the  next 
decade  is  financing  the  cost  of  long  term  health  care.  Based  on 
the  most  recent  research,  it  is  estimated  that  at  least  one  of 
every  three  Montanans  over  age  65  will  eventually  enter  a  nursing 
home,  and  more  will  need  long  term  care  at  home.  Increasing  life 
expectancy  and  an  exploding  elderly  population  are  combining  to 
create  a  demand  and  financing  crisis  of  staggering  proportions. 
In  order  to  meet  this  concern  the  Long  Term  Care  Strategies 
Committee  provided  eight  recommendations  that  move  Montana  forv;ard 
in  the  long  term  care  area. 

RECOMMENDATION  #1 

Single  Point  of  Entry  Pilot  Project 

To  direct  the  Governor's  Office  on  Aging  and  the  Department  of 
Social  and  Rehabilitation  Services  to  apply  for  Federal  or  private 
funds,  to  begin  a  pilot  project  that  would  provide  a  single  point 
of  entry  for  long  term  care  services.  It  would  seek  to  accomplish 
the  following: 

*  A  single  point  of  access  for  all  publicly  funded  long 
term  care  programs. 

*  An   assessment    of    each    applicant,    including   a 
individualized  care  plan. 

*  A  smooth  transition  from  private  funds  to  eligibility  for 
public  programs. 

*  Assurance  that  all  funding  sources  are  maximized  for  each 
client. 

*  Educational   opportunities   for   clients   and   families 
concerning  options  for  long  term  care. 

Improvements  in  the  Community-Based  Long-Term  Care  System 

Long-term  care  provided  to  individuals  in  their  homes  or  other  non- 
institutional  settings  is  a  rapidly  developing  component  of  our 
health  care  system.  Currently  it  is  characterized  to  some  degree 
by  multiple  and  not  fully  coordinated  funding  sources,  difficulty 
for  consumers  to  access  and  understand  and  possibly  a  failure  to 
serve  those  with  greatest  need. 

Currently  the  most  significant  sources  of  funding  for  in-home 
serves  are  Medicaid,  State  General  Fund  money,  Older  Americans  Act 
money,  private  contributions  and  local  funds.  It  is  currently 
difficult  to  determine  the  proper  balance  between  funding  for 
community-based  care  and  nursing  home  care  without  a  more 
coordinated  system. 

Interest  has  been  expressed  by  the  Committee  in  developing  a  model 
long-term  care  system  that  would  provide: 
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1.  a  single  point  of  access  for  all  publicly-funded  long-term 
care  programs, 

2.  an  assessment  of  each  applicant,  including  an  individualized 
care  plan, 

3.  a  smooth  transition  from  private  funds  to  eligibility  for 
public  programs, 

4.  assurance  that  all  Federal  funding  sources  are  maximized  for 
each  client, 

5.  educational  opportunities  for  clients  and  families  concerning 
options  for  long-term  care. 

The  Committee  recommends  that  the  Department  of  Social  and 
Rehabilitation  Services  and  the  Governor's  Office  on  Aging  further 
develop  this  concept  and  seek  funding  through  grants  for  a 
demonstration  project  to  further  test  these  concepts. 

RECOMMENDATION  =2 

Expansion  of  Elderly  Care  Credits  Act 

To  expand  the  present  Elderly  Care  Credits  Act  to  include  the 
following: 

*  Decrease  the  age  limit  of  the  elderly  person  cared  for 
from  70  to  65. 

*  Allow  the  credit  for  expenditures  related  to  care  of  a 
person  who  is  considered  disabled  under  the  Social 
Security  Administration  classification. 

*  Allow  as  creditable  expenses  those  paid  by  the  family 
member(s)  to  all  health  care  facilities  licensed  by  the 
Department  of  Health. 

*  Increase  the  income  threshold  for  a  married  couple  cared 
for  from  $15,000  to  $30,000.  This  corrects  an  oversight 
in  the  original  legislation. 

RECOMMENDATION  #3 

Long  Term  Care  Insurance  Tax  Deduction 

To  provide  Montana  citizens  with  a  tax  deduction  for  the  purchase 
of  Long  Term  Care  insurance.  The  deduction  would  be  100%  for 
premiums  paid  for  by  individuals.  Only  Long  Term  Care  Insurance 
which  meets  standards  set  by  the  Insurance  Commissioner's  Office 
would  be  eligible  for  the  deduction. 

The  second  and  third  recommendations  seek  to  encourage  home  health 
care  and  the  purchase  of  long  term  care,  insurance.  The  explanation 
and  the  impact  are  provided  in  a  Department  of  Revenue  proposal, 
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QTTinv  ON  INrOME  TAX  PnDUCTIDILITY  OF  LONG  THRM  CARF.  INSURANCE 


AS.SIJMPTIONS: 

1.)  Persons  between  the  ages  of  50-79  who  purchase  a  Long  Term  Care  (LTC)  plan  can 
deduct  the  full  cost  of  the  premiums  from  gross  income. 

2.)  The  annual  cost  of  an  average  LTC  plan  per  age  group  are  as  follows  (as  surveyed  from 
underwriters): 

A.)  50-55  $363 

B.)  55-64  $535 

C.)  65-74  $L413 

D.)  75-79  $2,480 

3.)  Nursing  home  co.<;ts  are  used  as  a  proxy  for  all  Long  Term  Care  costs  since  there  is  very 
little  data  available  on  home  care. 

A)  The  portion  of  nursing  home  payments  that  are  being  covered  by  Medicaid  is 
42%  (according  to  the  Health  Insurance  A.ssociation  of  America). 

4.)  Rates  of  Long  Term  Care  Insurance  (LTCI)  policy  use  are  a.ssumed  to  be  distributed 
evenly  across  income  and  age  strata.  This  a.ssumption  is  probably  violated  in  reality  because 
high  income  individuals  are  better  able  to  afford  LTCI  than  low  income  individuals. 

5.)  The  average  annual  medicaid  LTC  cost  to  the  State  is  $4,352.76  per  patient  (SRS,  FY91) 


ANNUAL  FISCAL  IMPACT  OF  LTCI  DEDUCTIBILITY 
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C.  65-74 
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16,2.39_53 
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0.00 

0.00 

0.00 

0.00 

n.  55-M 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

C.  65-74 

22,669.19 

4S,33H..39 

90,676.77 

136,015.16 

181,353.55 

226,691.93 

D.  75-79 

32,632.67 

65, 265. .34 

130,530.68 

195,796.02 

261,061.36 

326,326.69 
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331,811.18 
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(r.0,012.03) 

(120,0;i4.07) 

(740,168.13) 
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(3/0,25?.  20) 

(480,33^>.27) 

(600,4  203-1) 

rOMMFNTS: 

This  analysis  of  the  cost  effectiveness  of  allowing  t^Lxpayers  to  ck  Juct  LTCI  premiums  from 
their  '_:,ross  income  results  in  several  conclusions: 

First,  it  should  be  obvious  from  the  assumptions,  that  to  obtain  a  more  accurate  estimate, 
an  in-depth  comprehensive  study  needs  to  be  completed.  However,  there  is  a  serious  lack 
of  data  on  the  subject. 

Second,  from  the  analysis,  it  is  apparent  that  it  is  not  cost  cffecivc  to  allow  the  deduction 
for  the  specified  age  group  (50-7')).  Mowever,  the  deduction  .ould  he  made  more  cost 
effective  by  allowing  only  t;L\payers  who  are  over  the  age  of  7' i  (example)  to  deduct  the 
LTCI  premiums  from  gross  income. 

Third,  this  estimate  of  cost  effectiveness  is  likely  to  be  overstated  because  of  the 
distribution  of  income  among  the  consumers  of  LTC;  low-income  individuals  will  not  be  able 
to  afford  either  the  LTCI  premiums  or  the  nursing  home  charges  and  will  consequently 
resort  to  Medicaid,  while  upper-income  individuals  will  be  able  to  afford  tlie  insurance 
premiums  and  some  portion  of  nursing  home  charges.  What  this  illustrates  is  tliat  generally, 
the  individuals  who  purchase  LTCI  (and  take  the  deduction)  would  most  likely  not  have 
used  Medicaid  anyway.  The  majority  of  the  LTCI  purchasers  will  most  likely  be  individuals 
from  upper-income  groups.  In  summary,  a  proposal  to  deduct  LTC  premiums  will  result  in 
a  net  revenue  decrease  (  with  a  4S%  savings/costs  ratio  ). 

NOTE:  This  analysis  only  looks   at   the   fiscal   impact  on   revenue   and   state   Medicaid 
e.xpenditures,  it  does  not  in  any  way  consider  the  social  desirability  or  benefit  of  LTCI. 
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RECOMMENDATION  ^4 

Federal  Waivers  for  Long  Term  Care  Insurance 

The  Department  of  Social  and  Rehabilitation  Services  should  be 
granted  the  authority  to  pursue  waivers  from  the  Federal 
government,  that  reduce  the  costs  of  Long  Term  Care,  both  to 
individuals  and  State  Medicaid  programs,  by  encouraging  the  use  of 
Long  Term  Care  Insurance. 

The  Long  Term  Care  Committee  considered  two  proposals  to  link  long 
term  care  insurance  and  Medicaid.  The  committee  preferred  the 
second  of  the  two  approaches  listed  in  the  following  section. 

Efforts  to  reduce  the  costs  of  Long-Term  care,  both  to  individuals 
and  to  State  Medicaid  programs,  by  encouraging  the  use  of  Long- 
Term  Care  Insurance  are  currently  underway  in  eight  states.  These 
pilot  projects  are  being  funded  through  grants  by  the  Robert  Woods 
Johnson  Foundation. 

These  pilot  projects  generally  take  one  of  two  approaches. 

1)  Offering  purchasers  protection  of  assets  and/or  income 
protection  from  Medicaid  spend-down  requirements  based  on  the 
benefits  they  receive  from  the  insurance  policies  they  buy. 

2)  Subsidizing  premiums  or  coinsurance  and  deductibles  for  long- 
term  care  insurance  policies  that  meet  State  requirements. 

The  Committee  focused  primarily  on  those  projects  that  follow  the 
first  model.  Briefly,  these  programs  would  encourage  individuals 
to  plan  for  their  long-term  care  needs  by  purchasing  insurance 
protection  in  an  amount  commensurate  with  the  amount  of  assets  they 
wish  to  protect.  Thus  an  individual  with  $50,000  of  assets  would 
buy  $50,000  of  insurance  protection.  If  an  individual  exhausts 
insurance  benefits  they  can  apply  for  Medicaid,  and  each  dollar 
that  the  insurance  has  paid  out  in  accordance  with  state  policy 
will  be  subtracted  from  the  individuals  remaining  assets.  In  other 
words,  the  insurance  payments  for  long-term  care  services  will  be 
considered  as  equivalent  to  spending  of  assets  for  the  purpose  of 
Medicaid  eligibility. 

Advantages  of  this  model  include  1)  potential  protection  of  elderly 
from  costs  of  long-term  care,  2)  reduction  in  Medicaid  expenditures 
by  state  and  Federal  Government,  3)  assist  state  regulators  in 
developing  better  standards  and  oversight,  and  4)  help  insurers 
develop  long-term  care  products. 

Possible  disadvantages  include  1)  increased  cost  to  Medicaid 
programs  if  those  who  would  never  have  "spent  down"  become  Medicaid 
eligible,  2)  encourage  the  use  of  insurance  products  that  do  not 
meet  the  need  of  consumers. 
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The  Committee  recommends  that  the  Office  on  Aging,  Insurance 
Commissioner,  and  Medicaid  Division  carefully  monitor  the  progress 
of  these  pilot  projects  and  report  back  to  the  Governor  in  one  year 
on  the  advisability  of  pursuing  a  similar  project  in  Montana. 


Long  Term  Care  Rider  for  State  Employees  Health  Care  Plan 

The  State  employees  health  care  plan  should  explore  a  long  tern 
rider  as  part  of  a  cafeteria  plan. 

Because  little  information  exists  about  Montanans  interest  in  long 
term  care  insurance  the  committee  recommended  that  a  long  term  care 
insurance  rider  be  offered  to  state  employees.  Obviously  no  one 
would  be  required  to  buy  the  plan  but  such  an  offering  would 
provide  knowledge  about  employee  interest,  the  provisions  employees 
would  want  in  a  policy  and  what  kinds  of  education  the  state  and 
insurance  companies  need  to  develop  to  market  long  term  care 
insurance . 

RECOMMENDATION  ^6 

Expansion  of  the  Medicaid  Waiver  Program 

The  department  should  have  the  ability  to  determine  the  best 
strategy  for  administering  the  Medicaid  Waiver  Program,  including 
the  ability  to  choose  between  the  expansion  of  current  waiver 
caseloads  or  the  development  of  waiver  services  in  new  locations 
across  the  state. 

In  addition,  an  expansion  of  the  Medicaid  Waiver  Program  should  be 
pursued. 

The  executive  budget  reflects  the  growing  need  to  expand  the 
Medicaid  Waiver  Program.  The  proposal  is  to  continue  this 
expansion  through  additional  50  slots.  The  committee  supports  this 
expansion  because  of  the  success  of  the  program  from  past 
expansions . 

Because  not  everyone  who  reads  this  report  will  understand  the  need 
an  overview  for  an  overview  of  the  Medicaid  waiver  program  is 
provided. 

The  Department  of  Social  and  Rehabilitation  Services  of  the  State 
of  Montana  offers  Home  and  Community  Services  Program,  (also  known 
as  the  Medicaid  Waiver)  to  certain  Medicaid  eligible  elderly  and 
physically  disabled  individuals  who  require  long  term  care.  The 
program  contains  health  care  costs  by  providing  home-based  services 
as  an  alternative  to  institutional  care.  The  Medicaid  recipient 
is  given  a  choice  of  receiving  long  term  care  services  in  the  home 
setting  or  an  institutional  setting.    The  Home  and  Community 
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Services   Program   is   case   managed   by   teams   consisting   of   a 
registered  nurse  and  a  medical  social  worker  who  are  under  contract 
with  the  Department  of  Social  and  Rehabilitation  Services.   The 
Home  and  Community  Services  Program  is  available  to  individuals 
who: 

a)  are  elderly  or  physically  disabled 

b)  are  Medicaid  eligible 

c)  reguire  nursing  facility  level  of  care 

d)  reside  in  approved  service  areas 

e)  do  not  reside  in  a  hospital  or  a  long  term  care  facility 

f)  have  needs  that  can  be  met  through  the  Home  and  Community 
Services  Program  at  a  cost  not  to  exceed  the  maximum  amount 
allowed 

g)  are  under  the  direction  and  care  of  a  physician  who  has 
prescribed  long  term  care 

The  long  term  care  programs  offered  through  Medicaid  have 
historically  emphasized  funding  services  provided  in  24  hour 
institutional  settings  rather  than  home  oriented  community 
services.  In  1983,  the  Medicaid  program's  institutional  bias  was 
softened  somewhat  by  the  passage  of  legislation  creating  the 
Medicaid  waiver  program.  Under  the  Waiver,  states  may  create  a 
menu  of  community  services  that  are  not  normally  available  under 
Medicaid,  and  provide  these  services  to  persons  who  would  otherwise 
require  placement  in  a  Medicaid  funded  institution,  such  as  a 
nursing  home  or  Intermediate  Care  Facility  for  the  Mentally 
Retarded.  Unlike  other  Medicaid  programs,  all  eligible  applicants 
are  not  entitled  to  waiver  services.  Both  the  numbers  of  people 
served,  and  the  amount  of  money  to  be  expended,  are  limited  through 
an  agreement  negotiated  between  each  state  and  the  federal 
government.  The  basic  principle  behind  the  agreement  is  simple: 
the  state  agrees  that  the  average  cost  of  care  under  the  waiver 
will  not  exceed  the  average  cost  of  care  of  the  institutional 
alternative;  in  exchange  the  federal  government  participates  in  the 
cost  of  funding  an  array  of  community  service  options  not 
traditionally  offered  through  Medicaid. 

Montana  has  participated  in  the  Medicaid  waiver  program  since  its 
inception  in  1983.  Currently,  the  state  has  two  waivers:  one  for 
elderly  and  physically  disabled  persons;  one  for  persons  with 
developmental  disabilities,  both  of  these  programs  have  proven  to 
be  extremely  effective  at  enabling  people  who  desire  to  do  so  to 
remain  in  their  homes  and  communities  rather  than  be  placed  into 
institutional  settings.  Currently,  the  Department  of  Social  and 
Rehabilitation  Services  (SRS)  is  authorized  to  provide  Medicaid 
waiver  services  to  about  500  elderly  and  physically  disabled,  and 
300  developmentally  disabled,  persons.  Unfortunately,  both  Vs^aivers 
currently  have  waiting  lists. 
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RECOMMENDATION  ^7 

Personal  Care  Pilot  Project 

To  authorize  the  Department  of  Social  and  Rehabilitation  Services 
to  establish  a  pilot  program  for  personal  care  homes  in  four  sites. 
The  sites  would  range  in  size  from  large  facilities  greater  than 
35  beds,  to  medium  facilities  of  16  to  35  beds,  and  to  small 
facilities  of  15  beds  or  less  and  would  include  freestanding  and 
attached  facilities. 

BACKGROUND:  Currently  Montana  operates  a  statewide  program  of 
Medicaid  reimbursed  personal  care  services  through  a  contract  with 
West  Mont  Home  Management  Corporation.  Consistent  with  current 
federal  requirements.  West  Mont  provides  personal  care  services  to 
Medicaid  eligible  individuals  in  non-institutional  settings, 
generally  a  person's  own  home.  Licensed  personal  care  facilities 
are  included  in  the  federal  definition  of  institution  and  therefore 
specifically  prohibited  from  receiving  Medicaid  reimbursement 
through  the  personal  care  option. 

At  the  present  time  there  are  22  licensed  personal  care  facilities, 
with  a  total  of  595  licensed  beds,  in  the  state.  They  range  in 
size  from  6  to  82  beds.   The  breakdov/n  in  size  is  as  follows: 

15  or  less  beds:  11 

16  through  35  beds:        7 
more  than  35  beds:         4 


Total      22 

Recent  legislation,  OBRA  1990,  appears  to  have  expanded  the 
possible  locations  in  which  personal  care  may  be  provided. 
Beginning  in  October  of  1994,  states  may  provide  personal  care 
services  that  are: 

"furnished  in  a  home  or  other  location;  but  not  including  such 
services  as  furnished  to  an  in-patient  of  a  hospital  or 
nursing  facility." 

If  this  legislation  is  what  appears  to  be,  it  opens  the  door  to  the 
possibility  of  Medicaid  reimbursement  in  licensed  personal  care 
facilities.  Obviously,  since  the  option  does  not  become  available 
until  1994,  any  exploration  of  personal  care  facility  Medicaid 
reimbursement  in  the  near  future  would  require  the  state  to  seek 
a  waiver  of  some  of  the  current  personal  care  program  regulations 
from  the  federal  government.  The  pilot  project  outlined  here  is 
based  on  the  assumption  that  Montana  would  seek  a  waiver  of  federal 
regulations  in  order  to  test  the  feasibility  of  Medicaid  personal 
care  reimbursement  prior  to  October  of  1994. 
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PILOT  PROJECT:  We  believe  that  the  impact  of  Medicaid  funding  for 
personal  care  facilities  could  be  tested  by  providing  Medicaid 
reimbursement  to  a  subset  of  four  facilities.  The  test  facilities 
should  be  representative  of  the  entire  population:  one  greater  than 
35  beds,  one  from  the  16  through  35  bed  group,  and  two  facilities 
from  the  15  bed  or  less  category.  Reimbursement  would  be  available 
to  Medicaid  eligible  individuals  who  are  pre-screened  by  the 
Department,  or  its  representative,  in  order  to  ensure  that  they 
meet  the  level  of  care  required  for  personal  care  facility 
services.  The  pilot  project  facilities  would  be  selected  based  on 
the  results  of  a  statewide  Request  For  Proposals  (RFP)  process. 
Among  the  issues  to  be  examined  by  the  pilot  would  be: 

1.  Reimbursement  levels  and  procedures; 

2.  Pre-admission  screening  procedures; 

3.  medicaid  utilization; 

4.  Consumer  satisfaction;  and 

5.  Impact  on  the  demand  for  services. 

Services  could  begin  in  fiscal  year  1992,  contingent  on  an 
appropriation  by  the  legislature  and  the  approval  of  a  waiver  of 
the  regulations  by  the  federal  government.  Preliminary  pilot 
project  results  would  then  be  available  by  the  1993  legislative 
session  with  the  final  results  ready  by  the  1995  session.  If  a 
pilot  is  funded  a  steering  committee  made  up  of  providers, 
consumers,  state  agency  personnel  and,  if  possible,  a 
representative  from  the  legislature  who  is  interested  in  long  term 
care. 

COST:  The  project  would  require  an  appropriation  of  funds  to 
reimburse  the  test  facilities.  The  amount  necessary  would  be  based 
on  the  facilities  selected,  the  level  of  reimbursement  provided, 
Medicaid  utilization  rates  and  the  amount  of  patient  contribution 
available.  The  average  cost  for  basic  personal  care  facility 
services  in  a  recent  phone  survey  was  about  $750  per  month.  A  more 
detailed  fiscal  note  will  be  developed  should  a  decision  be  made 
to  proceed  with  this  proposal,  but  preliminary  estimates  indicate 
that  it  would  require  about  $60,000  per  year  in  general  fund  for 
each  100  beds  involved  in  the  pilot  project. 

RECOMMENDATION  #8 

Adequate  Funding 

To  support  adequate  funding  for  all  long  term  health  care  services 
and  continued  commitment  to  the  leveraging  of  Federal  funds  through 
fees  or  other  funding  mechanisms. 

This  recommendation  speaks  for  itself  and  recommends  that  the  State 
of  Montana  pursue  funding  mechanisms  available  to  address  long  term 
care. 
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IV.  ACCESS  AND  AVAIUVBILITY  TO  HEALTH  CARE 

For  many  areas  of  Montana,  access  and  availability  to  health  care 
has  become  of  paramount  importance.  Dr.  Van  Kirke  Nelson,  Chairman 
of  the  Health  Care  Services  Availability  Advisory  Council,  explains 
the  dilemmas  in  the  pages  that  follow. 
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MONTANA 
RURAL  HEALTH  ACCESS  IN  THE  DECADE  OF  THE  90 ' S 

As  we  enter  the  decade  of  the  90 's  Montana  faces: 

A.  A  declining  population  with  36  of  56  counties  having  lost  population 
in  aggregate  of  20%;  (see  table  1) 

B.  A  declining  birth  rate,  approximating  20%; 

C.  An  aging  population; 

D.  A  loss  of  physicians  in  rural  areas,  hospitals  and  provider  services 
with  resultant  negative  economic  impact  on  those  rural  communities. 
Eighteen  counties  presently  function  without  any  physician  and 
twenty-two  counties  without  physicians  who  deliver  babies,  (see 
table  2).   The  impact  of  physician  and  hospital  loss  on  a  rural 
community  must  be  obvious. 

a.  Lack  of  access  to  emergent  care; 

b.  Lack  of  obstetrical/pediatric  care; 

c.  Lack  of  access  to  care  to  an  aging  population,  many  with 
fixed  incomes,  with  the  increased  necessity  of  traveling 
distances  with  the  complication  of  disabilities,  hearing, 
sight  loss,  need  of  a  traveling  companion  and  resultant 
increased  costs  for  that  transportation,  food  and  lodging. 

d.  loss  of  revenue  base  to  a  community. 

Pregnancy  and  birth  are  fundamental  components  of  rural  life.   In 
the  past  decade  there  has  been  a  significant  erosion  in  our  ability 
to  provide  adequate  perinatal  care  to  the  rural  women  and  infants  in 
Montana.   This  fact  is  so  significant  as  demonstrated  in  statistics 
which  clearly  indicate  we  have  one  of  the  lowest  neonatal  death 
rates, (first  thirty  days  of  life  -  4.8  per  thousand)  in  the  nation. 
Yet,  when  you  consider  our  infant  mortality  in  the  first  year  of 
life,  we  are  32nd  in  the  nation,  (see  table  3)   If  you  deliver 
outside  of  the  county  of  your  residence  in  Montana,  your  infant  in 
the  first  year  of  life  has  twice  the  chance  of  being  included  in 
that  statistic.  (Reed  -  McBroom,  University  of  Montana) 

There  have  always  been  barriers  to  care  in  rural  Montana  --  the  principles 
of  which  have  been  isolation,  the  deficiency  of  medical  personnel  and 
technology.   In  the  decade  of  the  70' s  the  National  Health  Service  Corps 
Scholarship  Program  provided,  at  its  peak,  3,300  providers  of  medical 
services,  primarily  primary  care  physicians,  these  physicians  assigned  to 
rural  areas.   In  1981,  Congress  ended  the  scholarship  program  and  there 
are  but  a  handful  of  physicians  yet  remaining  under  that  program.   In  the 
past  decade  there  continues  a  mass  exodus  of  physicians  from  rural  areas 
and  more  who  have  given  up  obstetrics. 

Certainly  declining  county  population  has  an  influence  on  physician  loss. 
In  addition,  no  single  factor  may  be  more  important  to  this  loss  or  exodus 
than  malpractice  insurance  related  problems.   Recent  statistics,  provided 
by  the  Montana  Academy  of  Family  Practice  and  the  Montana  Medical 
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Association  clearly  illustrate  this  loss  of  physician  providers.   (See    ' 
table  4) . 

The  high  cost  of  obstetrical  liability  insurance,  combined  with  low 
reimbursement  levels  by  many  public  and  private  insurers,  along  with  the 
high  volume  of  uncompensated  care,  can  malce  the  practice  of  obstetrics 
unaffordable  to  the  physicians  in  rural  areas.   The  1989  AMA  Socioeconomic 
Monitoring  System  Corps  Survey  reports  that  the  national  average 
percentage  obstetricians  pay  of  their  income  for  professional  liability 
insurance  is  20%,  whereas  for  all  physicians  the  average  is  6.9%.   In 
Montana,  the  percentage  for  an  obstetrician  is  approximately  33%  ($39,000) 
and  for  a  rural  family  practitioner  doing  obstetrics  about  23%  ($20,880). 

In  sparsely  populated  areas,  those  physicians  available  depend  upon  one 
another  for  back  up  and  consultation.   When  a  physician  leaves  or 
terminates  a  service,  an  additional  pressure  is  placed  on  the  remaining 
physician  or  physicians,  frequently  triggering  a  chain  reaction  or  domino 
effect  with  further  physician  loss.   Because  of  the  lack  of  providers  the 
obstetrical  unit  in  the  local  hospital  closes  with  the  inevitable 
consequence  of  a  new  barrier  to  women  v/ho  are  forced  to  turn  to  other 
towns  and  other  providers  for  perinatal  services,  an  added  expense  to  the 
economically  disadvantaged  rural  family.   The  course  is  then  set  for 
inadequate  perinatal  care  and  pre-term  delivery  with  its  resultant  low 
birth  weight  infants  and  as  we  have  seen,  an  increase  in  the  infant 
mortality  rate.   Not  only  is  this  a  tragedy  to  those  who  suffer  in  the 
loss  but  it  is  expensive.   The  statistics  from  SRS  indicate  that  the  cost 
to  the  State  of  Montana  in  1988  for  care  of  83  low  birtli  weight  infants 
was  $2,696,461.00,  or  $32,487.48  per  infant,  one  half  of  actual  cost,  the 
balance  uncompensated  care  by  the  hospital.   Considerable  data  available 
indicates  that  for  every  dollar  spent  in  early  prenatal  care,  $3-4  will  be 
saved  at  the  other  end. 

The  mandate  of  the  90' s  will  be  for  us  to  provide  "the  fundamental  right" 
or  "entitlement"  that  guarantees  every  woman  and  infant  easy  and  ready 
access  to  a  physician  provider.   Clear  contributing  factors  to  the  decline 
of  accessibility  to  care,  prior  to  1989  and  OBRA-89,  have  been  the 
inability  of  SRS  to  obtain  adequate  funding  from  the  legislature  and  an 
inability  to  lesson  restriction  on  eligibility. 

With  the  inadequacy  of  compensation  by  Medicaid  came  a  termination  of 
provision  of  obstetrical  services  or  a  refusal  to  participate  in  the 
Medicaid  program,  which  assumes  more  importance  as  the  number  of  women 
covered  by  Medicaid  is  expanded  and  as  the  number  of  physicians  who 
practice  obstetrics  declines.   The  following  demonstrates  the  fragility, 
even  in  urban  areas,  where  one  group  of  providers  provide  the  majority  of 
care  to  Medicaid  recipients  through  easier  access.   Their  cessation  of 
services  would  provide  immediate  impact  to  access.   (See  table  5). 

Since  the  last  legislature  met.  Congress,  in  a  major  step,  passed  OBRA-89 
mandating  that  all  states  increase  eligibility  for  Medicaid  to  133%  of  the 
federal  poverty  level  and  further  guarantee  payment  for  services  that  is 
commensurate  with  guaranteeing  access  to  care  in  the  locale  in  which  the 
recipient  lives. 
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A  survey  conducted  through  the  auspices  of  the  Montana  Medical  Association 
and  SRS  indicates  what  the  level  of  compensation  should  be  to  increase 
access  to  care.   Increased  physician  payment  for  services  to  the  Medicaid 
recipient  does  not  necessarily  guarantee  access  to  care  in  a  rural  area 
where  the  number  of  obstetrical  patients,  including  Medicaid  recipients, 
does  not  generate  enough  income  to  pay  for  the  high  cost  of  liability 
insurance  premiums. 

Further,  as  an  increasing  number  of  obstetrical  consumers  become  Medicaid 
eligible,  the  financial  impact  to  hospital  obstetrical  services  becomes 
more  significant.   Charges  stay  reasonably  stable  so  long  as  the  length  of 
stay  decreases.   The  length  of  stay  can  only  be  "ratcheted"   down  so 
much.   Hospitals  are  reimbursed  for  obstetrical  services  for  the  Medicaid 
recipients  based  on  DRG's  and  not  by  charges  incurred.   When  the  average 
length  of  stay  can  no  longer  be  lowered  costs  will  rise.  (See  table  6). 
SRS,  through  appropriate  legislative  funding,  must  keep  hospital 
obstetrical  units  financially  viable.   Historically,  rural  family 
physicians  have  provided  a  full  spectrum  of  care  to  all  age  groups  in  the 
community.   In  many  instances,  the  termination  of  obstetrical  services  and 
the  subsequent  loss  of  pediatric  and  young  family  care,  have  led  to 
physician  loss  in  the  community  because  of  inadequate  income.   This 
Council  feels  that  for  true  physician  viability  in  rural  areas,  a 
physician  must  be  "financially  able"  to  provide  all  services. 

Mandatory  assignment  by  Montana  physicians  for  Medicare  recipients  has 
been  urged  by  senior  groups  in  urban  areas.   Yet  the  largest  seniors 
group,  the  AARP  (American  Association  of  Retired  Persons)  strongly  opposes 
mandatory  assignment  in  Montana  because  of  the  delicate  balance  of 
available  care  in  rural  Montana  and  the  possibility  of  further  loss  of 
providers  if  those  providers  are  unable  to  financially  remain  viable. 
Presently,  only  22  percent  of  Montana  physicians  are  "participating 
physicians"  and  accept  assignment  on  all  patients.   Yet  70  percent  of  all 
physicians  bills  for  elderly  care  have  been  submitted,  "accepting 
assignment".   The  Montana  Medical  Association  through  their  MontShare 
Program"  have  issued  nearly  5000  "gold  cards"  to  Montana  Seniors  which, 
upon  presentation  to  their  participating  physician,  qualifies  them  for 
assignment  "with  no  questions  asked" . 

Through  the  five  hearings  of  the  council,  it  has  been  very  apparent  that 
information  and  data  collection  is  difficult  and  the  need  for  data 
gathering  and  information  that  is  current  is  of  extreme  importance  in 
plotting  health  needs  of  the  state  of  Montana.   It  is  imperative  that  a 
comprehensive  information  system  be  developed  that  can  identify  where 
scarce  resources  are  most  critically  needed.   More  importantly,  measure 
the  effect  of  these  efforts  on  the  well-being  of  the  people  of  this  state. 

The  "MIAMI  PROJECT"  funded  in  the  last  state  legislature  and  with  close 
cooperation  between  DHES  and  SRS  has  in  seven  project  areas  already 
demonstrated  a  decrease  in  low  birth  weight  infants  and  a  marked  decrease 
in  costs  for  medical  care  to  those  infants  to  the  State  of  Montana.   Nine 
additional  project  sites  are  anticipated  and  the  continuity  and 
legislative  funding  of  the  project  is  felt  to  be  of  the  utmost  importance 
'to  the  public  welfare  of  Montana. 
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KIDS  COUNT  the  joint  project  of  SRS  and  DHES  demonstrates  keen  insight    ^ 
into  Montana's  needs  in  health  care  for  its  young  people  as  well  as 
addressing  many  facets  of  medical  care.   Its  acceptance  and  support  by  the 
legislature  seems  almost  mandatory. 

Governor  Stephen's  program  for  insurance  for  the  uninsured  through  his 
"Health  Care  for  Montanans"  likewise  is  a  giant  step  forward  in  access  to 
health  care  for  Montanans  and  is  presently  being  evaluated  by  other 
councils . 

Finally,  the  council  recognizes  the  lack  of  nonphysician  health  care 
providers  in  Montana.   The  council  feels  very  strongly  that  the  Montana 
State  University  System  should  provide  for  the  education  of  the  necessary 
nursing  personnel,  laboratory  technicians,  respiratory  and  occupational 
therapists,  radiology  technicians  and  many  other  disciplines  of  necessary 
providers  that  make  access  to  health  care  for  Montanans  a  reality. 

Our  council,  the  Health  Care  Services  Availability  Advisory  Council  wishes 
to  thank  all  of  those  who  have  taken  their  time  to  address  these  important 
issues.   As  Chairman,  I  would  like  to  thank  an  excellent,  hard  working 
council . 

Van  Kirke  Nelson,  M.D.,  Chairman 
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How  the  States  Rate  Health-Wise 


|he  second  national 
t^     health  study,  financed  by 
§J     Northwestern  National 
»|i      Life  Insurance  Co. , 
^     shows  that  America's 
healthiest  people  (as  of  Aug-.  7, 
1990)  Uve  in  Utah,  Minnesota, 
New  Hampshire  and  Hawaii. 
The  unhealthiest  reside  in 
Alaska,  West  Virginia, 
Mississippi  and  Nevada. 

The  fuil  state-by-state  report, 
based  on  five  main  components — 
lifestyle,  access  to  health  care, 
disability,  disease  and  mortality — 
appears  below.  There  v/ere  a 
number  of  ties  in  the  ranking's. 


Heatthy  couple  enjoys  the  ouidoors  in  Dtah 
Subcategory  rankings 


Rank 


State 


1     Utah 

1      Minnesota 

3  New  Hampshire 

4  Hawaii 

5  Nebraska 

•5      Connecticut 
7     Massachusetts 
7      Wisconsin 
7      Iowa 
10  Kansas 
10  Colorado 
12  Vermont 
12  North  Dakota 
12  Maine 

1 5  Virginia 

16  New  .Jersey 

17  Rhode  Island 

18  Montana 

19  Ohio 

20  Pennsylvania 
20   Indiana 

22  California 

23  Michigan 

24  South  Dakota 
24   Maryland 

26   Oklahoma 
26   Wyoming 
26   Delaware 
26   Missouri 
30   Washington 
30   Texas 

32  North  Carolina 

33  Idaho 

34  Georgia 
34  Tennessee 
34   New  York 
34   Illinois 

38  Kentucky 

39  Alabama 
39   Arkansas 
39   Arizona 

39   South  Carolina 

43  Oregon 

44  Florida 

45  New  Mexico 
45  Louisiana 
47  Nevada 

47  Mississippi 

49  West  Virginia 

50  Alaska 


Lifestyle 

Access 

Disability 

Disease 

Mortalitv 
5  ^ 

1 

20 

6 

6 

6 

6 

28 

3 

3 

6 

2 

28 

12 

8 

5 

5 

1 

19 

2 

4 

14 

41 

5 

9 

16 

1 

21 

25 

9 

17 

3 

28 

30 

6 

9 

16 

28 

11 

6 

12 

16 

45 

10 

3 

17 

7 

28 

9 

9 

12 

22 

6 

4 

13 

12 

14 

28 

16 

14 

2 

44 

28 

2 

1-*' 

11 

19 

41 

19 

14 

20 

9 

12 

16 

21 

19 

4 

21 

41 

19 

23 

10 

41 

37 

9 

3 

41 

12 

7 

16  / 

26 

20 

28 

16 

20 

22 

11 

45 

40 

21 

29 

23 

28 

14 

29 

31 

12 

4 

39 

21 

38 

24 

21 

14 

34 

9 

43 

,.28   . 

;  7  r 

'    \8  /■ 

34 

7 

12 

43 

'30 

23 

25 

21 

28 

37 

20 

42  . 

9 

1 

30  / 

29  ■ 

16 

21 

42 

40 

26 

28 

45 

37 

27 

12 

25 

.11 

49 

16  / 

31 

34 

5 

24 

21 

38 

25 

21 

30 

37 

8 

'  46 

12 

13 

34' 

38 

29 

12 

30 

48 

45 

31 

28 

30 

37 

48 

12 

12 

45 

40 

41 

36 

12 

26 

30 

43 

38 

28 

28 

40 

43 

39 

41 

19 

45 

41 

40 

45 

30 

34 

34  ■ 

32 

6 

47 

21 

45 

33 

-12 

36 

50 

26 

36 

21 

50 

21 

50 

29 

45 

45 

27 

31 

50 

2 

19 

30 

47 

45 

12 

27 

44 

49 

34 

9 

48 

40 

34 

47 

28 

19 

49 

34 

49 

45 

30 

45 

23 

48 

2 

44 

45 

IV.   ACCESS  AND  AVAILABILITY  TO  HEALTH  CARE  -  WAMI/WICHE  RURAL 
PHYSICIANS  PROGRAM 

RECOMMENDATION  #1 

To  require  WAMI  and  WICHE  medical  students  to  pay  bach  eight 
percent  of  the  yearly  support  fee.  Said  funds  to  be  held  in  a 
special  trust  account  in  the  state  treasury,  the  funds  to  be 
administered  by  the  university  system,  the  funds,  v;ith  interest, 
to  be  utilized  for  a  "educational  relief  fund"  to  those  VJAI-II-WICHE 
students  who  return  to  Montana  to  practice  in  rural  areas  defined 
as  communities  in  which  the  hospital  is  50  beds  or  less  or  where 
no  hospital  is  present  -  see  addendum  #1. 

There  are  currently  43  slots  open  for  doctors  in  Montana.  Host  of 
the  openings  come  from  rural  areas.  Up  this  point  in  time  little 
has  been  done  to  enhance  rural  communities  abilities  to  recruit 
doctors.  Recommendation  #1  and  =2  offer  a  plan  that  would  give 
rural  areas  a  hand  up  in  the  recruiting  process. 

I .  PURPOSE 

A.  To  assure  that  students  who  benefit  from  the  V.'AI-II  and 
WICHE  programs  pay  an  equitable  share  of  the  costs  of 
these  programs. 

B.  To  finance  debt  relief  program  for  physicians  v;ho 
practice  in  medically  underserved  areas  of  rural  Montana. 

II.  COMPONENTS  OF  THE  PLAN 

A.  Student  contributions  to  WAMI  and  WICHE  medical  program 
support  fees. 

1.  Montana  students  who  matriculate  in  WICHE  and  WAMI 
medical  programs  will  pay  a  mandatory  annual  fee  in 
addition  to  their  regular  tuition,  which  will 
comprise  part  of  the  WICHE  and  WAMI  support  fee  paid 
by  the  State  of  Montana. 

a.  After  a  phase-in  period  the  amount  of  the 
annual  additional  fee  will  equal  8%  of  the 
annual  support  fee  for  that  educational  program 
as  negotiated  by  WICHE.  WAMI  students  will  pay 
8%  of  the  annual  WICHE  support  fee  for 
medicine,  thus  keeping  the  student  contribution 
the  same  for  alls  students  enrolled  in 
medicine. 

b.  The  additional  fee  will  be  assessed  by  the 
Board  of  Regents  and  deposited  in  an  earmarked 
account  in  the  state  treasury. 
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'  c.    The  phase-in  period  will  begin  in  1992  and 

apply  to  students  who  enter  in  1992  and 
subsequently.  For  1992  the  annual  student  fee 
would  be  8%  of  the  annual  support  fee. 

2.  The  amount  budgeted  to  the  University  System  for 
WAMI  and  WICHE  support  fees  from  the  General  Fund 
will  be  decreased  by  an  amount  equivalent  to  the 
total  additional  fees  collected  from  students. 

B  Creation  of  a  trust  fund  to  provide  debt  relief  for 
physicians  (and  other  health  care  providers)  who  practice 
in  medically  underserved  areas  of  rural  Montana.  This 
is  an  integral  part  of  the  proposed  legislation  and 
cannot  be  dissociated  from  the  above. 

1.  The  fund  shall  be  called  the  Rural  Physician  (or 
Rural  Health  Care  Provider)  Recruitment  Incentive 
Fund  (RPRIF)  and  be  deposited  in  a  dedicated 
expendable  trust  account  in  the  state  treasury. 

2.  An  amount  of  money  equivalent  to  the  total  annual 
fees  of  students  to  WAMI  and  WICHE  support  fees 
shall  be  credited  annually  to  the  RPRIF.  All 
interest  earned  shall  accrue  to  the  trust  fund  and 
be  dedicated  to  the  program. 

3.  The  fund  shall  be  administered  by  the  University 
System  with  a  board  of  advisors  knowledgeable  and 
experienced  in  the  management  of  rural  health  care 
problems  and  resources. 

C.    Use  of  the  Rural  Physician  Recruitment  Incentive  Fund 

1.  The  funds  will  be  used  to  pay  educational  debts  of 
physicians  (or  other  providers)  who  practice  in 
medically  underserved  areas  of  Montana  which  can 
demonstrate   need   for   assistance   in   physician 

recruitment. 

2.  The  University  System,  with  direction  from  the  above 
advisory  board,  will  determine  the  areas  of  the 
state  in  which  practice  of  medicine  would  qualify 
a  physician  for  debt  relief.  In  general,  the 
underserved  community  will  have  to  provide  the 
evidence  that  a  physician  shortage  exists  and/or 
that  the  community  has  been  unsuccessful  in 
recruiting  physicians  by  other  mechanisms.  (At  the 
present  time  the  target  areas  would  be  communities 
having  hospitals  with  fewer  than  50  beds,  especially 
in  north-central  and  eastern  Montana.) 
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Physicians  would  apply  for  debt  relief  by 
demonstrating  indebtedness  through  loans 
administered  by  the  medical  school  which  they 
attended  and  by  contracting  v/ith  the  state  that  they 
would  practice  in  underserved  areas  (as  defined 
above)  for  periods  up  to  4  years.  To  receive  the 
debt  relief  money  the  physicians  would  sign  an 
annual  contract  which  would  specify  that  they  v/ould 
have  to  repay  the  money  on  a  prorate  basis  should 
they  leave  the  state  before  the  end  of  the  contract 
year.  The  maximum  benefit  would  be  the  lesser  of 
the  total  educational  debt  of  the  eligible  physician 
or  $30,000.  It  would  be  paid  out  on  an  accelerating 
schedule  as  follows: 

a.  Year  1  -  $  4,000 

b.  Year  2  -  $  6,000 

c.  Year  3  -  $  8,000 

d.  Year  4  -  $12,000. 


4.  The  amount  contractually  committed  in  any  given  year 
could  not  exceed  the  annual  amount  credited  to  the 
fund, 

5.  Funds  not  used  during  a  given  year  would  be  invested 
towards  the  goal  of  establishing  an  endowment  that 
would  make  the  program  self  funding  and  that  would 
make  it  possible  to  decrease  student  fees  in  the 
future . 

6.  It  is  anticipated  that  students  will  be  able  to  come 
up  with  the  extra  money  needed  to  pay  their 
contribution  of  the  support  fee  from  the  usual 
sources,  i.e.  personal  resources,  family,  student 
loans.  However,  if  necessary,  some  portion  of  the 
RPRIF  could  be  set  aside  as  the  basis  of  a 
supplemental  guaranteed  student  loan  program. 
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HEALTH  PROFESSIONAL  EDUCATION  AND  RURAL  HEALTH  CAKE  IN  MONTANA 

LOAN  INCENTIVE  AMOUNTS 


YEAR 
1992 
1993 

1994 
1995 

1996 

1997 
1998 
1999 


YSAR 

1992 

1993 
1994 
1995 
1996 
1997 
1998 
1999 


NUMBER  OF 
PHYSICIANS 
h    AMOUNTS 

7    0      4,000 

7  §  6,000 
7    @      4,000 

7  (?  8,000 
7  @  6,000 
7    (3      4,000 

7  (?  12,000 

7  0  8,000 

7  ?  6,000 

7  @  4,000 

7  3  12,000 

7  e  8,000 

7  (?  6,000 

7  0  4,000 

7  (3  12,000 
7  @  8,000 
7  9  6,000 
7  9   4,000 

7  $  12,000 
7  @  8,000 
7  0  6,000 
7  9   4,000 

7  $  12,000 

7  @   8,000 

7  (§   6,000 

7  @   4,000 


STUDENT 

FES 

COLLECTIONS 

LOAN 

Amount 

45,600 

28,000 

91,200 

70,000 

143,625 

126,000 

191,500 

210,000 

201,100 


201,100 


211,200 


211,200 


210,000 


210,000 


210,000 


210,000 


COST  TO  WICHE/WAMI  MEDICAL  STUDENTS 


HALANC.^ 

17,600 

38,800 

56,425 
37,925 


29,023 


20,125 


21,325 


22^525 


SUPPORT  pe; 

i22,800 
S22,800 
;;23,940 
;;23,940 
S25,137 
S25,137 
i)26,394 
;;26,394 


NUMBER  or 

STUDENTS 


25 
50 
75 
100 
100 
100 
100 
100 


Studanta 
Students 
Students 
Sfcudcntfl 
Students 
Studants 
Students 
Students 


*  Aosuming  a  5%  Incrcaaa  every  two  years. 
Foec  are  thoso  currently  known. 

**A/!suming  8%  of  the  Support  Fe«. 


COST    PER 
STUDENT** 

!!1,824 
::l/824 
!)1,915 
.-11,915 
152,011 

j;2,oii 
;;2,112 

$2,112 


1992    and    1993    Support 
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IV.   ACCESS  AND  AVAILABILITY  TO  HEALTH  CARE  -  RURAL  PHYSICIANS  TAX 
CREDITS 

RECOMMENDATION  ^2 

A  Montana  state  tax  subsidy  of  $5,000  a  year,  not  to  exceed  three 
years  for  new  physicians  in  rural  areas,  defined  as  community  in 
which  the  hospital  is  50  beds  or  less  or  where  no  hospital  is 
present. 

This  recommendation  couples  with  the  WICHE/WAMI  program  to  recruit 
physicians  into  rural  areas.  The  Council  strongly  believed  that 
both  recruiting  tools  were  needed  in  order  to  compete  with  other 
states  recruiting  programs.  It  would  apply  to  seven  new  physicians 
each  year. 

IV.   ACCESS  AND  AVAILABILITY  TO  HEALTH  CARE  -  INCREASE  COMPENSATION 
FOR  OBSTETRICAL  AND  PEDIATRIC  CARE 

RECOMMENDATION  =3 


^ 


Increase  Medicaid  compensation  for  obstetrical  and  pediatric 
services.  The  council  endorses  the  OBRA  39  mandate  to  states  and 
concurs  with  SRS  and  DHES  in  "Kids  Count"  with  enactment  of 
legislation  to  follow  those  recommendations. 

The  number  of  doctors  delivering  babies  in  Montana  continues  to 
decline.  A  precipitous  drop  began  to  occur  in  1986.  Between  1986 
and  1988  the  number  of  doctors  delivering  babies  declined  29%.  The 
decline  continues  today  with  only  23%  of  the  doctors  delivering 
babies.  The  delivery  rate  for  Medicaid  patients  is  even  more 
onerous.  In  fact,  at  least  18  counties  have  no  OB  care  with  19  in 
danger  of  losing  this  service.  A  slide  toward  one  half  of  the 
state  without  OB  care  does  not  bode  well  for  new  babies  and  their 
mortality  rate. 

In  1990,  26%  of  all  babies  born  in  the  state  will  be  covered  by 
medicaid.  The  Medicaid  program  presently  pays  physicians  at  50% 
of  the  insurance  rate  for  delivering  children.  Access  to  OB  health 
care  is  falling  for  all  mothers  and  much  more  quickly  for  Medicaid 
mothers.  A  raise  in  the  rate  to  obstetrical  physicians  and  general 
practitioners  would  boost  well  babies  health  care.  A  90%  rate  from 
the  Medicaid  program  is  what  is  needed  to  abate  the  trend  and  is 
now  required  by  the  federal  government.  For  too  long  Montana  has 
asked  doctors  to  absorb  the  cost  of  rising  malpractice  insurance 
and  low  reimbursement  rates  of  50%  to  deliver  healthy  babies.  The 
time  is  now  to  address  the  issue  through  the  Medicaid  reimbursement 
rates.   Our  children  and  our  future  depend  on  it. 
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IV.   ACCESS  AND  AVAILABILITY  TO  HEALTH  CARE  -  POOLING  FUNDS  FOR 
LOAN  FORGIVENESS 

RECOMMENDATION  #4 

ThP  state  of  Montana  should  establish  a  pool  of  funds  to  provide 
iSan  forgiveness  to  persons  who  practice  in  rural  settings  within 
health  care  professions. 
Many  co^.ittee  .e.bers  felt  that  the  rural  recruitment  progr^^ 


foraiveness  to  those  who  practice  in  rural  areas.  Similar  programs 
were  successful  for  many  years  within  the  Indian  Health  Service  and 
through  other  federal  agencies. 
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IV.   POLICY  AND  PLANNING  ISSUES 

Many  of  the  policy  and  planning  recommendations  v;ere  put  forth  by 
the  committees  were  straight  forward  and  require  less  explanation. 
They  range  from  conceptional  ideas  to  specific  calls  for  action 
that  the  Montana  Legislature  could  work  toward.  Those 
recommendations  were  as  follows: 

RECOMMENDATION  #1 

Establishment  of  a  Health  Care  Planning  Trust  Fund 

The  establishment  of  a  special  trust  fund  within  the  Montana 
Department  of  Health  and  Environmental  Sciences,  administered  by 
a  governor  appointed  board,  consisting  of  a  representative  of  the 
Montana  Hospital  Association,  the  Montana  Medical  Association,  a 
representative  of  SRS,  a  rural  physician,  two  rural  consumers  and 
a  rural  hospital  administrator.  That  a  fee,  $25.00,  be  assessed 
and  paid  with  the  filing  of  each  birth  certificate  v;ith  the  bureau 
of  vital  statistics.  Department  of  Healrh  and  Environmental 
Sciences,  by  the  attendant  listed  on  the  birth  certificate.  The 
effective  date  of  passage  will  be  the  same  as  date  of  increased 
payment  for  medicaid  obstetrical  and  pediatric  services.  The  oill 
would  sunset  in  five  years.  Based  on  twelve  thousand  deliveries 
yearly,  the  average  annual  income  would  be  $300,000,  or  $1,500,000 
for  five  years.  The  funds  to  be  expended,  $100,000  in  the  first 
year  for  updating  data  gathering  capability  of  the  bureau  of  vital 
statistics,  DHES,  in  reference  to  Montana  health  care,  sharing  that 
ability  with  SRS,  the  Montana  Medical  Association  and  other 
organizations  requiring  data  on  health  care.  Each  subsequent  year, 
for  four  years,  $50,000  per  year.  (See  addendum  2  -  proposal  for 
Montana  state  center  for  health  statistics) . 

The  balance  of  the  funds  would  be  for  a  direct  subsidy  of  liability 
insurance  (the  obstetrical  component)  for  new  physicians  in  rural 
areas  for  a  maximum  of  three  years  and  to  assist  communities  in 
physician  recruitment  through  subsidy  of  matching  funds  with 
criteria  to  be  established  by  the  board  for  that  match.  That  the 
statute  sunset  in  five  years,  the  board  to  continue  administration 
of  grants  from  the  interest  on  the  corpus  of  the  trust.  Further, 
that  a  one  half  hour  documentary  video  tape  on  the  benefits  of 
rural  practice  be  produced  and  disseminated  advocating  the 
advantages  of  a  rural  Montana  practice  and  the  potential  subsidies 
offered  by  the  State  of  Montana. 

RECOMMENDATION  #2 

Opposition  to  Mandatory  Assignment 

Strong  concurrence  with  the  AARP,  the  American  Association  of 
Retired  Persons,  opposing  mandatory  assignment,  which  if  enacted 
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by   the   Montana   Legislature,   would   further   erode   physician 
availability  in  rural  Montana  and  access  to  an  aging  population. 

RECOMMENDATION  ^^3 

Tort  reform  for  health  care  providers. 

Strengthening   tort   reform  through   1.   modification   of   "Good 
Samaritan  Law"  to  protect  physicians,  hospital  and  health  care 
providers  when  rendering  emergency  care.   2.  limitation  of  damage 
provisions,  a  fact-based  discretionary  "ceiling"  on  noneconomic 
damages.  3.  mandatory  periodic  payment  -  see  addendum  3. 

Three  provisions  for  tort  reform  are  attached  for  the  reader  to 
examine. 
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LIMITATION  OF  DAT-IAGE  PROVISIONS 


FACT-BASED  DISCRETINARY  "CEILING"  ON  NON-ECONOMIC  DAI^AGES 


( 


NEW  SECTION.  Section  1.  Separate  Statement  of  Non-Economic  Damages.  In 
any  action  for  damages  for  injury,  whether  based  on  tort,  contract,  or 
otherwise,  the  amount  of  non-economic  damages  recovered  by  any  person 
or  persons  arising  out  of  the  same  breach  of  an  obligation  shall  be 
separately  stated  by  the  trier  of  fact. 

NEW  SECTION.  Section  2.  Non-Economic  Damages  Subject  To  Review  And 
Alteration  As  To  Whether  Reasonably  Proportional  To  Severity  Of  Injury 
Or  Excessive  Or  Inadequate.   (a)  Upon  application  of  a  party  to  an 
action,  an  award  of  non-economic  damages  by  a  jury  shall  be  reviewed 
by  the  judge,  who  shall  consider  the  factors  set  out  in  [Section 
2(b)],  and  acting  with  caution  and  discretion,  the  judge  may 
thereafter  decrease  the  award  of  non-economic  damages,  giving  written 
findings  of  fact  and  conclusions  of  law  for  the  basis  for  any  change 
in  the  award. 

(b)  Unless  there  is  clear  and  convincing  evidence  that  the 
interest  of  justice  would  not  be  served  thereby,  an  award  of  non- 
economic  damages  under  this  chapter  shall  be  reasonably  proportional 
to  the  severity  of  the  injury  and  shall  not  be  excessive. 

NEV/  SECTION.  Section  3.  Change  After  Comparative  Negligence  Reduction. 
Any  reduction  by  the  judge  in  the  amount  of  an  award  for  non-economic 
damages  permitted  by  this  section  shall  be  made  only  after  reducing 
the  amount  of  the  jury  award  for  comparative  negligence,  if  any. 

NEW  SECTION.  Section  4.  Definitions.  As  used  in  this  chapter,  the  term 
"non-economic  damages"  means  damages  arising  from  pain,  suffering, 
inconvenience,  grief,  physical  impairment,  disfigurement,  mental  suf- 
fering or  anguish,  emotional  distress,  pain  or  suffering,  loss  of  so- 
ciety, companionship  or  consortium,  fear  of  loss,  illness,  or  injury, 
injury  to  reputation,  humiliation,  and  any  other  subjectively  deter- 
mined non-monetary  or  non-pecuniary  damages. 

NEW  SECTION.  Section  5.  Applicability.  This  chapter  shall  be  applica- 
ble to  all  causes  of  actions  arising  after  the  effective  date  of  this 
chapter. 


It 
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LIMITATION  OF  DAT-tAGE  PROVISIONS^ 
MODIFIED  "GOOD  SAI-IARITAN"  LAW 


1  ^  .K^  1  i  t-.r  f  nr  pmeraencY  care  rendered  at  scene  of 
27-1-714.  Limits  on  ^^^^^^^^  Person  licensed  as  a  physician  and  surgeon^ 
accident  or  emergency.   (D  Any  P^^f°^.  ^^^-J^Sorthe  laws  of  the  state  of 
nr   ^   hosr^ital  or  lona-term  care  facility  under  the^ia^^_  ^^^^^  ^^^^^  ^^  officer 

Montana,  orjhjll  ^^'^"^^  "^.^"^''^"^^^vnranv  other  person  who  m  good 
such  person  in  rendering  such  emergency  care  or  assistance. 

25%.o*-hi9-gro=s-annn.i-i«.e.'.e-or-5-3.999-*:«.ien^ar-y.a.r-^^^^ 
GfeafeerT  The  "scene  of  an  emeraencv  or  accident"  as  used  m  th-.  sec^^^n 
Jhali  i^clHd^  but  not  be  limited  to.  hospitals,  long-term  care  racilltils^ 
►and  the  offices  and  homes  ot  ohvsicians  if  the  hosT^itai,  long-term  c^re 
fAriTltv.  or  Physician  seeking  the  benefit  of  thxs  section  had  no  pre_ 
Existing  i^atient  relationship\equirinq  care  for  the  miured  partvlT-the 
time  of  the  rendering  of  the  care  m  question. 

i.3A._jf-a-nonpsefit-fltib3er±pti(5n-fire-eempanY-J?e*uscs-to-^ight-a-«±re-on 
nonaub3eribe?-property7-sHCft-refu3fti-dee9-««fe-cen3tife«fce-gre39-negi±ge.nee 

ej.-n-Hilifui-eff-xnnton-act-05?-orai38iQnr  i 


ILLUSTRATIVE  PROVISION  MANDATING  PERIODIC 
PAYT'lENT  OF  FUTURE  DAI'IAGES 


Sections  25-9-401  Through  25-9-406,  MCA 


M25_9-403.  ReguGSt  for  periodic  payment  of  future  damages.  (1)  A  party 
to  an  action  for  personal  injury,  property  dan^agc,  or  ™f  ^^^^Jf  ^^ 
in  which  $  100,000  or  more  of  future  damages  is  awarded  may  prior  to 
entry  of  judgment,  request  the  court  to  enter  a  judgment  ordering 
lutSre  da^agS  to  be  paid  in  whole  or  in  part  by  P^^^^^^^/^^^f  J^^ 
rather  than  by  a  lump-sum  payment.   Upon -such  request,  the  J°^^t  may 
must  enter  an  order  for  periodic  payn^ent  of  future  damages  ±f-the 
^^iFfe-fiRd3-that-3ueh-payment-±s-±n-the-be3t-±nfeere3fe3-e£-ene 

eiaimant.  The  total  dollar  amount  of  the  ordered  periodic  payments 
must  equal  the  total  dollar  amount  of  future  damages  without  a 
reduction  to  present  value." 
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RECOMMENDATION  #4 

Strengthening  the  Medical  Practice  Act. 

The  council  supports  the  strengthening  of  the  medical  practice  act 
by  the  Board  of  Medical  Examiners  and  further,  supports  the 
addition  of  a  "paralegal"  to  the  board  of  medical  examiners,  the 
cost  through  increase  in  medical  licensure  fee. 

RECOMMENDATION  #5 

Educational  opportunities  for  health  care  professionals. 

That  the  Montana  University  system  provide  adequate  educational 
opportunity  to  meet  the  needs  of  Montana's  health  care  industry. 

RECOMMENDATION  HG 

Charity  Care. 

The  state  of  Montana  does  not  need  to  develop  a  program  for  charity 
care  or  define  the  hospital's  obligation  to  provide  charity  care. 

RECOMMENDATION  ^7 

Full  funding  of  Montana's  medical  programs. 

State  government  should  fully  fund  and  structure  programs  that  the 
state  is  responsible  for,  ie.  Medicaid,  State  Medical  and  Workers' 
Compensation.  The  eligibility  criteria  should  be  maintained  at 
current  levels.  The  state's  programs  should  not  shift  the 
population  of  insured  persons  under  Medicaid  to  increase  the 
uninsured  population. 

RECOMMENDATION  US 

Full  funding  for  health  care  training  programs. 

The  state  of  Montana  should  fully  fund  health  care  training 
programs  through  the  university  system  to  meet  employment  needs  of 
health  care  providers. 

RECOMMENDATION  #9 

State  revenues  for  health  care. 

The  state  of  Montana  should  develop  policies  for  revenue  provision 
that  fully  fund  all  state  obligations.  Revenues  for  health  care 
needs  should  be  borne  by  the  general  population  and  not  through 
selected  fees. 
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"I       RECOMMENDATION  #10 

Need  for  rebasing. 

That  DRG  trauma  and  outlier  policy,  mental  health,  rehabilitation, 
neonatal  and  cardiovascular  care  be  rebased  for  the  upcoming 
biennium.  Appropriate  funding  should  be  provided  by  the  state  to 
meet  the  needs  of  rebasing. 

RECOMMENDATION  #11 

Creation  of  an  Office  of  Rural  Health. 

The  state  of  Montana  should  create  an  Office  of  Rural  Health  to 
serve  as  the  focal  point  for  rural  health  care  issues. 

RECOMMENDATION  #12 

Creation  of  a  Montana  Health  Care  Policy  and  planning  process. 

The  state  of  Montana  should  develop  a  health  care  policy  to  address 
access  and  delivery  of  services.  The  policy  should  be  that  health 
care  decisions  are  based  on  health  care  planning  not  on  a  budgetary 
process.  The  Governor  should  appoint  a  committee  to  develop  such 
a  plan  and  provide  their  findings  to  the  1993  Legislature.  A 
health  care  conference  should  be  convened  after  the  1991 
P  legislative  session  to  further  address  health  care  concerns  and 
appoint  such  a  council. 

RECOMMENDATION  #13 

Adequate  funding  for  long  term  care  services. 

To  support  adequate  funding  for  all  long  term  health  care  services 
and  continued  commitment  to  the  leveraging  of  Federal  funds  through 
fees  or  other  funding  mechanisms. 
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ADDENDUM 


c 


Revenue  Sources 


Since  revenue  considerations  often  enter  into  health  care 
discussions  the  information  that  follows  points  out  the  options 
available. 

States  are  using  a  variety  of  funding  mechanisms  to  finance  health 
care  for  low-income  persons,  including  the  following: 

DIRECT  APPROPRIATION  OF  STATE  FUNDS.  As  described  earlier,  most 
states  appropriate  funds  directly  to  their  uncompensated  care 
program  or  in  conjunction  with  another  program,  such  as  a  state- 
sponsored  teaching  hospital. 

GENERAL  SALES  TAX,  PROPERTY  TAXES,  OR  SPECIAL  PURPOSE  EXCISE  TAXES. 
New  Mexico  allows  counties  to  assess  an  additional  sales  tax  to 
fund  indigent  hospital  care.  Indiana  created  a  state  fund  in  1986 
to  pay  for  hospital  care  for  the  indigent,  financed  by  property  tax 
levies.  Ohio  earmarks  funds  from  motor  vehicle  license  fees  to 
finance  the  care  of  medically  indigent  accident  victims.  Indiana 
and  Utah  earmarked  cigarette  taxes  to  expand  Medicaid  coverage  for 
uninsured  young  children  and  pregnant  women.  As  mentioned 
previously,  Minnesota  earmarked  new  cigarette  tax  proceeds  to  fund 
its  Children's  Health  Plan  in  1987.  In  1989,  the  Legislature 
transferred  the  cigarette  tax  proceeds  to  the  state  general  fund 
and  now  appropriates  general  fund  revenues  to  the  insurance 
program.  California  voters  approved  a  ballot  initiative  in  1988 
that  increases  cigarette  taxes  to  help  fund  uncompensated  health 
care  costs,  among  other  purposes.  The  Legislature  will  determine 
how  the  revenues  will  be  used. 

EARMARKING  STATE  LOTTERY  FUNDS  OR  GAMBLING  REVENUES.  Pennsylvania 
earmarks  lottery  proceeds  for  pharmaceutical  assistance  for  the 
elderly.  New  Jersey  appropriates  funds  from  casino  gambling  taxes 
for  health  care  for  elderly  and  disabled  persons.  A  Montana  law 
provides  that  money  seized  for  violation  of  gambling  laws  will 
supplement  property  tax  assessments  for  care  of  medically  indigent 
persons . 

TAX-DEDUCTIBLE  TRUST  FUND.  The  concept  of  a  health  care  trust  fund 
is  similar  to  the  children's  trust  funds  that  exist  in  a  number  of 
states  to  help  protect  abused  and  neglected  children.  Another 
trust  fund  approach  is  illustrated  in  Georgia,  where  proceeds  from 
the  sale  of  a  hospital  by  a  political  subdivision  or  hospital 
authority  must  be  placed  in  a  trust  fund  to  provide  health  care  for 
the  indigent. 

TAX  ON  HOSPITALS  OR  OTHER  HEALTH  CARE  PROVIDERS.  Florida  assesses 
hospitals  1.5  percent  of  annual  net  operating  revenues  for  the 
state's  Public  Medical  Assistance  Trust  Fund.   Initially,  funds 
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were  used  to  expand  Medicaid  coverage  for  low-income  persons,  but 
this  effort  was  not  as  costly  as  expected  and  a  large  surplus 
collected.  In  1987,  the  Legislature  directed  that  some  of  the 
funds  be  used  to  reimburse  health  care  providers  who  offer 
substantial  charity  care.  new  York,  Ohio,  South  Carolina, 
Virginia,  and  Wisconsin  also  tax  hospitals  to  help  cover  some 
health  care  costs  for  low-income  persons.  Most  of  the  money  is 
distributed  to  hospitals  with  high  volumes  of  uncompensated  care. 
Maine  taxes  hospitals  to  subsidize  its  insurance  risk  pool  and  to 
pay  the  administrative  costs  of  the  state's  Health  Care  Fiance 
Commission.  West  Virginia  taxed  hospitals  in  1985  and  1986  to 
supplement  general  funds  for  the  state's  Medicaid  match. 

The  assessment  formulas,  purposes,  and  distribution  mechanisms  vary 
among  states  that  tax  hospitals.  Legislators  who  are  interested 
in  this  funding  source  confront  several  policy  issues,  including 
the  following:  how  much  hospitals  should  pay  and  how  the  money  will 
be  collected;  whether  assessment  formulas  should  take  into  account 
gross  revenues,  uncompensated  costs,  amount  of  care  provided  to 
Medicare  and  Medicaid  patients,  and  amount  of  taxes  paid;  for  what 
purposes  the  money  will  be  used;  and  how  funds  will  be  distributed. 

Supporters  of  hospital  assessments  see  them  as  an  explicit  form  of 
cost  shifting  that  can  spread  uncompensated  care  costs  more  equally 
among  hospitals  if  the  revenues  are  allocated  to  those  with  the 
highest  burdens.  Others  argue  that  taxing  hospitals  and  their 
patients  is  unfair,  especially  when  the  funds  are  used  to  pay  for 
non-hospital  care. 

A  few  states  have  considered  taxing  other  health  care  providers. 
An  unsuccessful  1985  Washington  proposal  would  have  assessed  a  1 
percent  tax  on  the  gross  income  of  "persons  engaged  in  practicing 
medicine. " 

LICENSE  FEES.  Effective  July  1,  1989,  Tennessee  hospitals  pay  an 
annual  license  fee  to  the  state's  Indigent  Health  Care  Trust  Fund. 
Fees  are  based  on  the  amount  of  indigent  care,  charity  care,  and 
bad  debt  provided,  as  defined  by  the  state.  Fees  range  from  10 
percent  to  14  percent  of  a  hospital's  total  charges  for  bad  debt, 
indigent  care,  and  charity  care,  depending  on  the  amount  of  such 
care  provided.  Investor-owned  hospitals  receive  credit  against  the 
license  fee  for  property  taxes  paid.  The  estimated  $60  million 
collected  annually  is  to  be  redistributed  for  health  care  purposes, 
including  payments  to  hospitals  with  high  volumes  of  indigent  care, 
charity  care,  and  bad  debt.  The  license  fee  is  scheduled  to  sunset 
after  two  years. 

RATE-SETTING  "ADD-ON"  MECHANISMS.  Connecticut,  Maine,  Maryland, 
Massachusetts,  New  Jersey,  and  New  York  provide  for  uncompensated 
care  costs  through  their  hospital  rate-setting  programs  by  adding 
an  allowance  to  each  hospital's  rates  to  help  cover  such  costs. 
These  add-on  charges  are  a  broad-based  revenue  source  addressing 
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compensation  for  both  charity  care  and  bad  debt.  The  mechanism 
also  provides  funding  without  appearing  as  an  additional  line  item 
in  a  government  budget. 

One  disadvantage  of  the  all-payer  systems  is  that  they  are  tied  to 
regulatory  rate-setting  structures  which  are  not  politically 
attractive  in  many  states.  In  addition,  it  has  become  more 
difficult  to  obtain  a  federal  waiver  allowing  states  to  include 
Medicare  in  their  all-payer  hospital  rate-setting  systems. 

Gail  Wilensky  also  notes  that  such  all-payer  systems  pay  for  care 
at  whatever  hospitals  individuals  use,  as  opposed  to  directing  them 
to  the  most  efficient  hospitals.  New  York  and  New  Jersey  have 
taken  steps  to  address  the  inefficiency  problem.  Nev/  York  collects 
its  add-on  revenues  and  distributes  them  to  regional  indigent  care 
pools.  Funds  are  allocated  to  hospitals  according  to  several 
criteria,  including  how  much  uncompensated  care  they  provide  and 
whether  they  have  an  adeguate  collection  procedure.  New  Jersey 
established  its  Uncompensated  Care  Trust  Fund  in  1987,  which  will 
collect  about  $500  million  in  1989  through  a  uniform  statewide 
hospital  markup  of  about  10  percent  of  charges.  Approximately  one- 
third  of  the  state's  hospitals  receive  money  from  the  fund. 

TAX  ON  HEALTH  INSURANCE  PREMIUMS.  Most  insurance  risk  pools  are 
subsidized  by  assessments  on  insurers.  Iowa  passed  legislation  in 
1985  to  assess  a  2  percent  tax  on  all  Blue  Cross/Blue  Shield  plans 
and  other  nonprofit  health  service  corporation  plans  to  help  expand 
the  state's  medically  needy  program. 

TAX  ON  EMPLOYERS.  Massachusetts  is  the  first  state  to  enact 
legislation  designed  to  guarantee  health  insurance  to  all  of  its 
uninsured  residents.  The  Health  Security  Act  of  1988  is  designed 
to  expand  the  number  of  businesses  providing  insurance  to  their 
employees.  Other  uninsured  persons  would  receive  insurance  through 
a  state  program  administered  by  the  new  Department  of  Medical 
Security.  By  1992,  businesses  with  more  than  five  employees  will 
be  required  to  pay  a  surcharge  of  12  percent  of  each  full-time 
employee's  first  $14,000  in  wages  into  a  health  insurance  trust 
fund,  up  to  a  maximum  of  $1,680  per  employee.  Employers  who 
provide  health  insurance  can  deduct  those  costs  from  the  surcharge, 
resulting  in  major  new  costs  only  to  employers  who  do  not  provide 
insurance.  Although  this  approach  is  designed  to  comply  with  the 
federal  ERISA  provisions,  it  is  unclear  whether  it  would  survive 
a  court  challenge. 

The  law  also  provides  positive  incentives  for  small  businesses  to 
provide  insurance  before  the  1992  deadline.  These  include 
technical  assistance  to  brokers  for  small  business  insurance,  an 
insurance  pool  to  provide  group  rates  for  businesses  with  five  or 
fewer  employees,  and  a  new  tax  credit  for  total  premium 
expenditures. 
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Revenues  from  the  employer  surcharge  and  premiums  paid  on  a  sliding 
scale  by  the  uninsured  would  finance  the  health  insurance  trust 
fund,  which  is  to  cover  all  other  uninsured  persons.  The  law 
recommends  that  individuals  pay  an  average  25  to  3  0  percent  of  the 
cost  for  the  insurance  policy.  Coverage  for  the  unemployed  will 
be  effective  in  1990;  coverage  for  uninsured  employees  will  begin 
in  1992. 

Oregon  passed  similar  legislation  in  1989,  which  will  tax  employers 
who  do  not  offer  insurance  to  their  employees  and  dependents  by 
January  1,  1994.  As  in  Massachusetts,  proceeds  from  the  payroll 
tax  will  finance  a  state  insurance  fund  to  cover  uninsured  persons. 
Oregon's  plan,  called  the  Health  Insurance  Partnership  Act, 
implements  a  tax  credit  for  employers  who  offer  insurance,  which 
will  be  phased  out  by  1994.  Unlike  Massachusetts,  very  small 
businesses  in  Oregon  will  not  be  exempted  from  the  requirements, 
although  there  will  be  an  appeals  process  for  "hardship"  cases. 
New  businesses  moving  into  the  state  will  be  exempt  from  the 
requirements  for  up  to  18  months,  but  will  qualify  for  the  tax 
credits.  The  Oregon  initiative  is  a  companion  measure  to  the 
legislation  described  in  Question  Seven  concerning  the  state's 
responsibility  to  provide  health  care  to  low-income  persons.  The 
Health  Insurance  Partnership  Act  is  intended  to  define  employers' 
responsibility  for  insuring  workers  and  their  dependents.  A  third 
bill,  expected  to  pass  in  1989,  would  provide  funding  for  the 
state-sponsored  insurance  risk  share  pool  for  high-risk  persons, 
which  was  created  in  1987. 

STATE  INCOME  TAX  CHECK-OFF.  Oklahoma  sponsors  a  check-off  on  the 
state's  income  tax  form  for  persons  to  donate  a  portion  of  their 
tax  refunds  to  the  Indigent  Health  Care  Fund.  Proceeds  are 
distributed  to  qualifying  outpatient  clinics  that  serve  indigent 
patients.  During  the  first  three  years  in  operation,  only  about 
$150,000  was  donated. 
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